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Abstract

This paper reviews findings and experiences from efforts to implement community-based family planning services in sub-Saharan Africa.
Although research suggests that community-based service delivery can contribute to contraceptive use, the magnitude of impact is often in doubt or is
considerably less than was observed in similar projects in Asia in the 1970s
and 1980s. Reasons for the constrained impact of community-based family
planning in Africa are reviewed and assumptions about the efficacy and
mechanism of community-based distribution (CBD) are discussed. Whereas
several contrasting approaches to CBD have been tried, little is known about
the relative merits of alternative CBD approaches.

This material may not be reproduced in any form without written permission from
the authors.

Efforts to improve the acceptability and efficacy of family planning programs often focus on developing convenient, nonclinical community-based services. Experience of a variety of experimental projects in Asia has shown that
nonclinical access to contraceptives can improve the quality, acceptability, and
impact of family planning programs. This experience, in turn, has led to a proliferation of large-scale programs in nonclinical family planning service delivery
throughout the world. Widespread commitment to expanding nonclinical family
planning programs is based on assumptions about the efficacy and appropriateness of various operational strategies. This paper aims to take stock of these assumptions and examine the extent to which the design and implementation of
community-based distribution (CBD) programs in Africa have been guided by
evidence.
W HAT I S CBD?
Family planning programs often augment clinical services with social marketing, satellite clinics,1 employer-based programs, private-sector programs, and
other forms of family planning outreach such as home visitation by trained distribution agents. “Community-based distribution” (CBD) refers to programs of
nonclinical family planning service approaches that use community organization, structure, and institutions to promote the use of safe and simple contraceptive technologies.2
In Africa, community-based family planning programs typically focus on
the provision of oral contraceptives, foam tablets, and condoms.3 In order to promote methods that provide dual protection (from pregnancy and from sexually
transmitted diseases [STDs]) as a conscious choice, a CBD program’s activities
may include prevention strategies for AIDS and other STDs.4 Similarly, CBD
may be conducted as a component of community health outreach. In some CBD
projects, local volunteers operate health posts in village locations,5 or volunteers
may operate depots where family planning supplies and information are available.6 In some programs, CBD employs salaried nonparamedical workers who

visit households and provide condom and pill services.7 CBD may also involve
household visits from volunteers for contraceptive education or distribution or
clinical referrals.8 Alternatively, market traders may sell contraceptives alongside their other wares in traditional markets.9 CBD contrasts with social marketing, which typically involves pharmacies rather than traditional market vendors,
but CBD can be designed to have close operational links with social marketing
efforts.10
CBD is thus a complex concept, involving varied operational designs.
Nonetheless, a common underlying assumption guides all CBD initiatives: Offering family planning services at nonclinical community locations expands the
acceptability and convenience of contraceptives and reduces the costs of contraception, thereby extending use among clientele who seek contraceptives but will
not use services that are confined to clinical settings (see Ross et al. 1987 and
Ross and Frankenberg 1993).
The theme of extending accessibility is neither new nor unique to the family planning field.11 Agricultural innovations, for example, have been disseminated by extension agents (see Wolf 1986). In postcolonial Africa, the practice of
training locally selected agents to educate subsistence farmers has led to more
rapid diffusion of agricultural innovations than has occurred in the absence of
community outreach (see Leonard 1977). This experience, together with the experiences of environmental, health, and community development programs, has
led social researchers to advocate community-based strategies for fostering behavioral change in traditional societies. By basing programs within the communities they serve, communication and societal barriers to the spread of innovation
are diminished.12
CBD Assumptions
As CBD programs have been developed throughout Africa, various assumptions have guided their operational design and presumed consequences. The
4

conventional view is of CBD as a single strategy that addresses the problem of
family planning inaccessibility under the assumption that a lack of convenient
access to contraceptives represents the primary barrier to the practice of family
planning. According to this view, inaccessibility constrains method adoption and
use, rather than societal barriers such as a woman’s belief that her husband disapproves of contraception.
Some nonclinical strategies are not generally included in conventional definitions of CBD. Family planning outreach that is not community based, such as
employer programs, is not considered CBD unless entire communities of workers’ families are targeted with household visitation. Promotional social marketing programs are not defined as CBD, although organizers of traditional marketvendor schemes characterize their programs as CBD, because delivery points use
community-based markets.
Assumptions about the efficacy of CBD in Africa derive largely from the
legacies of CBD in other regions (Freedman 1987). Community-based distribution programs originated in Asia in the 1960s with projects in Indonesia, Korea,
Taiwan, and Thailand that led to a proliferation of the strategy throughout Asia
and Latin America in the 1970s and 1980s.13 Early research demonstrated that
CBD was feasible, effective, safe, and important to success at the national level
in several Asian and Latin American countries, suggesting that contraception was
in demand and that nonclinical community distribution was feasible and acceptable to local populations.14 In several important instances, this conclusion was
based on pilot projects and experiments showing that CBD was a viable servicedelivery option for national family planning programs.
CBD E FFORT IN S UB -S AHARAN A FRICA
CBD programs have expanded in sub-Saharan Africa over the past two
decades. A review of 93 developing countries in 1984 concluded that CBD was
functioning in 34 countries around the world, seven programs of which were
5

operating in sub-Saharan Africa (see Ross et al. 1987). As Figure 1 shows, the
strength of CBD effort has expanded considerably during the 1980s and 1990s,
as programs have grown to serve greater proportions of the population. Countries with CBD coverage of less than 21 percent are considered to have “weak”
effort, whereas those in which CBD programs cover 21 percent or more of all
areas are considered “strong” (see Ross et al. 1987). Where CBD was weak in the
1980s, programs were constrained by medical conservatism, policy inertia, bureaucratic inertia, and operational uncertainty in Africa. Because most sub-Saharan African countries registered little or no progress in launching CBD programs or effort, most of the population of the region was unexposed to outreach
services. By 1989, however, this situation had changed dramatically. Although
programs in Sierra Leone and Mauritius regressed from having strong CBD programs in 1982 to having no CBD effort in 1989, six countries (Ghana, Kenya,
Lesotho, Nigeria, Tanzania, and Zambia) strengthened CBD policies from having no CBD effort in 1982 to having weak or strong effort by 1989.15 By 1996,
CBD programs had begun in six additional countries (Benin, Central African
Republic, Malawi, Mali, Sudan, and Uganda). Although coverage within countries is variable, and actual rates of exposure to CBD activities are unknown,
almost half of the population of sub-Saharan Africa lived in countries exhibiting
some CBD effort by 1996. This proliferation of CBD has been fostered by policies of the United States Agency for International Development (USAID), the
United Nations Population Fund (UNFPA), and German Technical Cooperation
(GTZ), all of which have made CBD a routine part of external assistance to family planning programs. Although only three countries had strong CBD efforts in
1996, most observers agree that outreach services reached a majority of the villages in each “strong” CBD country.16
Figure 2 presents a map of Africa illustrating recent CBD activities of government and nongovernment agency programs, research initiatives, and pilot pro-
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Figure 1 Sub-Saharan African countries, by level of CBD effort,a 1982–96
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Countries are categorized using the CBD scale employed by Ross et al. (1987). Scores range from 0–4 and are based on
responses to questions on the program's efficiency, whether the program provides both initial and supply/resupply of
contraceptives, whether it serves both rural and urban areas, and the proportion of the population that is covered within
b
c
each area.
CAR = Central African Republic.
DRC = Democratic Republic of the Congo.

Figure 2 Sub-Saharan countries with CBD programs, pilot projects, or research
activities, 1994–98
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grams. In all, 20 countries in Africa had at least one initiative in the five years
from 1994 to 1998. Four countries have strong national CBD programs. In Kenya
alone, 25 separate initiatives are providing community-based services through a
variety of institutional arrangements.17 In Zimbabwe, a national CBD program is
constituted through a single parastatal agency. Thus, although CBD can be said
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to be a relatively recent development in the sub-Saharan region, considerable
CBD experience has been accumulated there, and effort has been greatly expanded in the region during the 1990s. Table 1 lists CBD efforts in Africa by
country from 1994 to 1998.
CBD Impact in Sub-Saharan Africa
Because of the Asian and Latin American legacies, CBD is viewed as the
single most important family planning innovation (see Huber et al. 1975, Foreit
et al. 1978, Kols and Wawer 1982, and Gallen and Rinehart 1986). However,
apart from evidence that CBD increases contraceptive use in settings where unmet need is high, evidence that CBD is “successful” is limited. Only one study
has demonstrated that CBD reduces fertility. No study has shown that CBD avoids
negative social consequences or enhances the status of women in sub-Saharan
Africa. Although CBD is justified as a means of meeting unmet need by making
contraceptives available to women, one study has shown that CBD actually increases unmet need (see Debpuur et al. 1998). Although the assumption is generally made that geographic inaccessibility constrains contraceptive use, research
has shown that social constraints play a greater role in determining unmet need
than does geography (see Nag 1984, Bongaarts and Bruce 1995, and Rutenberg and
Watkins 1996). Perhaps the greatest strength of CBD is its potential to involve
communities and foster male approval of family planning, thereby having an
impact on spousal communication and unmet need, but this role has yet to be
clarified. One experimental study in Mali demonstrated that CBD increased spousal communication more than other family planning program components were
able to (see Katz et al. 1998). Thus, the impact of CBD on contraceptive use has been
established, but the more general causal basis for this impact is poorly understood.
The success of a CBD program typically is measured by assessing the extent to which CBD strategies increase contraceptive use, over and above levels

9

5

5

5

5
4

4

4

4

3

3
3

Kenya

Mali

Zimbabwe
Central African
Republic

Malawi

Tanzania

Zambia

Burkina Faso

Cameroon
Ethiopia

Rating1

Benin

Country

Program at Nkhoma Hospital in Malawi trained 21 CBD agents to cover 126 villages between 1994 and 199613
The National Family Planning Strategy of Malawi is dedicated to developing a network of CBD agents throughout the
country; in 1994, four agents were operating in Blantyre14
In 1996, 1% of users of contraceptive pills were last supplied by a CBD worker and 1% of male condom users were last
supplied by a CBD worker15
CBD agents of the Family Planning Association of Tanzania’s Integrated Project (with (UMATI)/JOICFP) covered 117
villages with 356,000 people in 199616, 17
By 1998, seven governmental, NGO, and church-based organizations were running CBD programs in Tanzania18; four of
these were under the Africa OR/TA Project II5
In 1996, 1% of women users of all modern methods were supplied by a CBD worker, and CBD programs were active in 22
of the 104 districts comprising Tanzania mainland and Zanzibar island18, 19
CBD programs of the Integrated Project, implemented by the Planned Parenthood Association of Zambia (PPAZ), cover
parts of the Copperbelt and Luwapula Provinces20
Operation Outreach has a large network of volunteer CBD agents attached to the Ministry of Health21
Bazega Community Health Laboratory is testing the impact of CBD on family planning behavior5
Several pilot CBS projects were operating as of 19966, 22, 23
Community-based family planning services are to be set up in Douala6
CBD program of Population Concern is established in five districts in central Ethiopia16
Community-based reproductive health agents at Ark Ethiopia provide services in Addis Ababa24

The 1996 Benin DHS reported that 21% of all women in union lived in a locality with a CBD program (30% of all
women in urban areas and 17% of all women in rural areas2)
CBD in Mombasa within the NGO/PVO sector3
NGO, church-based, Ministry of Health, and municipal CBD programs4, 5
Numerous CBS programs in the public and private sectors; by 1997, CBD available to 21% of the rural population6, 7
CEDPA’s ACCESS project (now the ENABLE project) helped expand family planning services through CBD in rural
Mali and promoted use of male CBDs from 1991–988
Strong CBD through Zimbabwe National Family Planning Council 5, 9, 10, 11
Among married women, 13% had access to CBD in urban areas; 11% had access in Republic rural areas, 1994–95 DHS12

CBD activities

Table 1 Sub-Saharan countries with CBD programs, pilot projects, or research activities, by rating and activity, 1994–98
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Ghana
Guinea

Madagascar
Nigeria

Sierra Leone
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Togo
Uganda

Botswana, Cape Verde, Chad, Comoros, Congo, Côte d’Ivoire, Djibouti, Equatorial Guinea, Eritrea, Gabon, Lesotho, Mauritania,
Mauritius,33 Namibia, Niger, Réunion, Saint Helena, São Tomé and Príncipe, Senegal, Seychelles, South Africa, Swaziland34

Government-sponsored family planning services are provided by a midwife who visits 22 villages twice monthly25
Population Concern intensified CBD services in 199616
Save the Children Primary Health Care Program provides CBD activities5
Navrongo Community Health and Family Planning Project includes CBD activities5
CBD programs were in operation in six localities in the Forest Zone in 19956
CBD pilot was started in 1995 through Family Planning Operations Project (FAMPOP) 26, 27
CBS agents were surveyed in quality-of-care study28
CEDPA’s ACCESS project provided CBD services in ten states from 1991–98; services are continuing through CEDPA’s
ENABLE project8
Planned Parenthood Association of Sierra Leone (PPASL) pilot project used CBD agents from 1993–9529
In 1996, Population Concern extended CBD services using village leaders and traditional birth attendants16
Sudan Fertility Care Association funded by the Public Welfare Foundation and by Family Planning International
Assistance uses community-based family planning and reproductive health educators30
Some CBS activities relaunched in 1995 after interruption because of political difficulties6
Family Life Education Project (FLEP) with help from Pathfinder International has CBD program in three rural districts24;
in 1994, CBD agents provided services to more than 28,000 clients and reached more than 200,000 people with IEC materials31
Angola, Burundi, Democratic Republic of the Congo,32 Guinea-Bissau, Liberia, Mozambique, Rwanda, Somalia

NGO = Nongovernmental organization. PVO = Private-sector organization. IEC = Information, education, and communication. CBS = Community-based service.
Notes: 1The following rating system was used: 1–No CBD or unknown; 2–currently no CBD, probably because of political disturbance; 3–some CBD (pilot, experimental, or subnational
programs); 4–weak national CBD; 5–strong national CBD (defined for this analysis as where CBD services are accessible to more than 20 percent of the population). 2See Kodjogbe et al. (1997).
3
In 1994, CBD activity was observed to be low and was identified as a delivery mode with enormous potential. See Center for African Family Studies (1995b). 4See Chege and Askew (1997). 5See
Africa Operations Research and Technical Assistance Project II (1998). 6See International Planned Parenthood Federation (1995). 7See McCharen et al. (1997). 8See Center for Development and
Population Activities (1998). 9In 1995, the Bulawayo CBD program was found to be running efficiently. See Center for African Family Studies (1995a). 10The 1994 Zimbabwe DHS reported that
18% of women users of all modern methods were supplied by a ZNFPC CBD worker. See Zimbabwe Central Statistical Office and Macro International (1995). 11See Dube et al. (1998). 12See
Mboup and Poukouta (1995). 13See Legemate et al. (1996). 14See Center for African Family Studies (1995c). 15See Malawi National Statistical Office and Macro International (1997). 16See
Population Concern (1996). 17See JOICFP (1996a and 1996b). For more information about earlier CBD in Tanzania, see Rukuongwe (1987). 18See Chege et al. (1998). 19See Tanzania Bureau of
Statistics and Macro International (1997). 20See JOICFP (1997). 21See Society for Family Health (1997a). 22By 1996, CBD was offered on an experimental basis in 40 villages (Population Council
and Africa OR/TA Project, 1997). 23For information about earlier CBD projects in Burkina Faso, see Bakouan et al. (1992), Association Burkinabe des Sages-Femmes and The Population Council
(1993). 24See Pathfinder International (1998). 25This is Type I CBD (see Foord 1996). 26See Population Services International (1996b). 27See Population Services International (1996a). 28See Barry
(1996). 29Rebel warfare in 1995 made the entire country unsafe for full project implementation. See Taylor (1996). 30This is Type I CBD. See Douglas (1997). 31See Mukaire et al. (1997). 32CBD
has previously been available in Zaire. See Le Projet des Services des Naissances Désirables and Tulane University (1989). 33Strong CBD program eventually was disbanded (Ross et al. 1992).
In 1993, fertility in Mauritius was below replacement level (United Nations 1993). 34No CBD program launched. A CBD pilot project took place prior to 1990, but no further information is
available. See Ndeti et al. (1990).

Politically
2
disturbed—no CBD
No CBD or
1
unknown

3

The Gambia

that would be expected in the absence of such a program. According to this basic
criterion, evidence is accumulating that CBD can be successful in Africa. Seven
experimental studies have been launched, only one of which demonstrated null
effect on contraceptive use (see Table 2). A recent study conducted in Mali demonstrated that CBD had an impact on contraceptive knowledge and contraceptive
use (see Katz et al. 1998). (An earlier Mali study demonstrated an increase in
contraceptive prevalence from 1 percent to 31 percent over a two-year intervention period. Although no control group was used, the authors argued that their
study demonstrated the effectiveness of a rural CBD program in the Mali setting
[see Doucoure et al. 1996]).
In the Gambia, CBD through traditional social institutions increased contraceptive prevalence by 10 percent among women most likely to practice contraception (see Luck et al. 1996). In Kenya, the use of traditional health practitioners as CBD agents increased contraceptive prevalence by more than 17 percent
(see AMREF and the Population Council 1993). Two experiments in Ghana have
demonstrated an impact on contraceptive use. One of these projects, in Danfa,
used a mobile family planning clinic and comprehensive health-care approach to
demonstrate that ever use of modern contraceptive methods increased by 23 percent in the experimental area receiving the most comprehensive health care over
the project period. CBD services reportedly tripled contraceptive acceptance rates,
although the Danfa experimental design does not allow for specific analysis of
the effect of CBD on contraceptive prevalence (see University of Ghana Medical
School 1979 and Kwansa 1990).
The second Ghanaian experiment, in Navrongo, showed that CBD increased
contraceptive use in treatment areas relative to comparison areas. This change in
reproductive behavior reduced the TFR by 0.4 births in the first year of project
observation (see Debpuur et al. 1998). An ongoing Burkina Faso experiment has
produced preliminary evidence that CBD doubled contraceptive prevalence from
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4 percent to 8 percent in a rural district, and further effects may be found as this
study continues.18
All but one of these successful CBD experiments took place in West Africa, in areas with extremely low contraceptive prevalence. The impact of CBD
may be greatest in such areas. A CBD approach may be particularly good for
introducing a new service because of its suitability for diffusion.19
Experimental studies demonstrating CBD effects have been conducted in
settings of low contraceptive prevalence. Statistics from Kenya and Zimbabwe
suggest that rigorous national CBD efforts have provided substantial proportions
of the contraceptive supplies and services that are furnished to couples in those
countries.20 The timing of the CBD effort in Kenya was associated with subsequent increases in method use (see Hammerslough 1992). Whether CBD is necessary to sustain demographic change in Kenya is unknown, however, and is
widely debated. Once contraceptive prevalence increases, CBD may not be as
important to family planning programs as it is in settings where prevalence is
low. Family planning initiatives in Kenya have sometimes succeeded with fixed
clinical service strategies that are not characterized by CBD approaches (see
Goldberg et al. 1987). Moreover, situation analysis in Zimbabwe has shown that
health depots can function effectively as CBD in resupplying women with contraceptives (see Dube et al. 1998). Thus, the general impression conveyed by
Table 2 is that CBD has an impact on contraceptive use, although this impact is
sometimes weak, inconsistent, and difficult to separate from the effects of other
family planning program components. Clarifying the demographic roles of CBD
and clinical family planning services would require controlled experimental studies
in a variety of cultural, demographic, and institutional settings.
Furthermore, the fertility effects of CBD are typically unknown, because
scientifically rigorous appraisals of CBD fertility impact are lacking. Evaluation
studies of CBD impact have focused on contraceptive use. Anthropological stud-
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Pretestposttest
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Ministry of Health
TBA OR Project

Ghana

Programme d’Education
Familiale (PRODEF)

Zaire

Male opinion leaders

Save the Children
CBD in Kolondieba
District

Mali

Cameroon

AMREF’s study of
traditional health practitioners as CBD agents

Effect of CBD is difficult to distinguish from that
of other family planning activities in the study
design, although community distributors reportedly
tripled monthly contraceptive acceptance rates in
areas exposed to CBD

Danfa

Kenya

Randomized, quasi-experiment showed TFR
lowered by 0.4 in first year

Navrongo

Ghana

Contraceptive prevalence increased from 4% to 8%

African Medical and Research
Foundation (AMREF) and
the Population Council 1993

Ampofo et al. 1976;
Kwansa 1990; University
of Ghana Medical School
1979

Debpuur et al. 1998

Luck et al. 1996

Kabore 1998

Reference

CBD had no impact as a TBA
initiative

No pretest data presented
(unable to reach conclusion)

PRODEF was unable to show that
CBD affects contraceptive prevalence

MoH and Center for Population
and Family Health 1990; MOH
Health Research Unit 1992

Awasum 1992; Cameroon
Ministry of Public Health and
The Population Council 1993

Bertrand et al. 1984,
1986, and 1993. See also
Kinzoni and Mangani 1986

CBD resulted in greatest increase in contraceptive
Katz et al. 1998
knowledge, use of modern methods, and use of pills,
compared with education-only and control groups

In four of six test sites, contraceptive prevalence
increased by more than 17%. In controls, increase
was from 0 to 5%

Promotion of family planning through traditional
social and religious institutions increased CPR by
10 percent among women most likely to practice
contraception

Bazega
Save the Children’s
kabiloa approach and
imam meetings

Conclusions

Burkina Faso

Quasiexperimental

CBD Project

The Gambia

Country

Study design

Table 2 Study designs, measures of impact, and findings of selected community-based distribution/operations research
(CBD/OR) projects in sub-Saharan Africa

Areal analysisb

Rwanda

Kenya

Sudan

Nigeria

Mali

Lesotho

Quasi-experimental, case-control study yielded
unclear results; CBD appears to have been
less effective than motivation and education alone
(areal analysis was confounded by factor of local
political support)

/continued

McGinn 1989;
McNamara et al. 1992;
Office National de la
Population 1989. See also
Morton 1989

CBD may have accelerated demographic change;
Hammerslough 1992
analysis concluded that family planning
availability is a necessary but insufficient condition
for modern fertility transition

Multivariate analyses
of Kenya DHS and
Kenya Community
Survey data
Community-based
promotion and
distribution of
family planning
services

Family planning program may have
contributed to reduced fertility

Goldberg et al. 1989

Dept. of Community Medicine,
Faculty of Medicine, University
of Khartoum 1988; El Tom
1985; El Tom et al. 1984,
1984–85, and 1989;
Lauro 1987

Farooq and Adeokun 1976

Aboderin 1986; Delano 1987;
Primary Health Care Directorate,
Oyo State Ministry of Health,
Nigeria 1989; Weiss 1985

MoH, Social Solidarity and
the Aged 1989; The
Population Council 1993

Doucoure et al. 1998

Motlomelo et al. 1990

Chogoria

CBD may have had an impact
(no comparison areas to test
conclusion)

Contraceptive prevalence changed from
negligible in 1969 to nearly 25% in 1972

Family planning
program in rural Ishan
Sudan communitybased family health
project

Contraceptive prevalence increased
from 2% to 13% from 1980–85,
suggesting that CBD had an impact (no
comparison areas to test conclusion)

Possible CBD impact

CBD that offered oral contraceptives as well
as barrier methods increased CPR from 1% to 31%

CBD failed to have an impact

Oyo State CBD/OR
project

IEC activities by CBD
agents

Lesotho Planned Parenthood CBD Project
Family Planning
CBD Project of Mali

Danfa

Market-vendor
initiative

Nigeria

Zimbabwe

Ghana

CBD Project
Zimbabwe National
Family Planning
Council CBD

Country

Conclusions

Appears to have stimulated commercial
sales (efficacy unknown)

Effect of CBD is difficult to distinguish from
other family planning activities in the study
design, although community distributors
reportedly tripled monthly contraceptive
acceptance rates in areas exposed to CBD

Retrospective survey; multilevel program
regression analysis. Only clinic proximity
was significantly related to contraceptive
prevalence, although CBD was responsible
for 43% of the couple-years of protection
provided by the ZNFPC in the mid-1980s

Reference

Jinadu et al. 1993; Ladipo
et al. 1990; McNamara et
al. 1990)

Ampofo et al. 1976;
Kwansa 1990; University
of Ghana Medical School
1979

Boohene and Dow 1987;
Nzuma 1986; Population
Council and Institute for
Resource Development
1991; Wilkinson 1992;
Zinanga 1990

The kabilo is a village-based extended family group. bFormal experiments are not the only source of variance for evaluating CBD programs. Natural
variance in operational designs is a possible resource in gauging the impact of CBD and the relative merits of alternative approaches. In the absence of
definitive experimental studies, much can be learned from the determinants of areal variance (see, for example, Hermalin 1975).

a

Anecdotal

Study design

Table 2 (continued)

ies of birth-interval dynamics and reproductive behavior in Africa, however, show
that postpartum abstinence is prolonged and that contraceptive adoption often
substitutes for abstinence. Thus, contraception may have little or no fertility impact within this dynamic (Bledsoe et al. 1994). Although ultimately research may
demonstrate that CBD affects fertility, African demographic transitions are likely
to be different from such transitions in other parts of the world where contraceptives are primarily used to limit births.21 They will probably be more gradual and
affect women of all ages rather than only those older women who have reached
their desired parity. The role of CBD in this unique region is unknown.
T YPES OF CBD
The typology in Figure 3 illustrates assumptions about CBD that characterize the intersection of demand for contraception and its supply. Information
and service provision can be intensified through convenient nonclinical outreach,

Figure 3 A typology for CBD models in sub-Saharan Africa
The client is assumed to be . . .
Passive
(non-service seeking)

Active
(service seeking)

No CBD
(Passive-Passive)

Type I
•Depots
•Market approaches

The CBD program
is assumed to be . . .
Passive
(delivery-point-based)

Type II
(also called CBS)

Active
(client seeking)

Doorstop services
provided by
•Paid workers
•Volunteers
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Type III
•Community
mobilization
schemes
•Complex CBD

as shown by the arrow at the side of the diagram. The client dimension defines
assumptions about the role of clientele in CBD. “Active” clients must be motivated to use contraceptives, even if they must travel for services or bear other
costs. The program dimension alternatively defines programs as “passive” (offering services at fixed points such as village depots or markets) or “active” (providing outreach to homes).
The typology implies three contrasting models for the intersection of supply of services and demand for care. A totally clinical program for passive clients
defines an interface between supply and demand that will not work (the passivepassive condition). The passive-passive situation in Africa explains why CBD is
needed as a policy option. Type I CBD programs emphasize fostering demand
through information, education, and communication, and through other strategies that motivate clients to adopt services at convenient fixed delivery points
such as village health posts, satellite clinics, kiosks, and traditional markets.22
This approach is based on the assumption that the costs of contraceptive supply
at fixed facilities are not unacceptably high.23 Alternatively, CBD can be offered
as a doorstep service (Type II), with the assumption that demand for services is
insufficient to motivate people to use fixed facilities.24 Doorstep services involve
household visitation by voluntary or paid CBD agents. Where demand for family
planning is fragile and new, comprehensive programs are required that involve
combinations of Type I and Type II approaches. This condition is illustrated in
the lower right quadrant of Figure 3. Not only are services offered at fixed service points in convenient village locations, but doorstep and other outreach activities are also pursued. With this approach, programs not only provide convenient access to supplies but they also attempt to foster changes in beliefs and
behaviors and to encourage social change by combining elements of Type I and
II programs with strategies for achieving comprehensive community involvement. Comprehensive Type III CBD that effectively develops demand in the con-
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text of offering convenient contraceptive supplies may be crucial to the success
of family planning in the sub-Saharan region.
Each type has a unique set of organizational requirements. Type I is described in the first column of Table 3, whereby CBD agents use a passive village
supply depot. Type I is usually developed by a large-scale integrated service agency
that adds CBD health posts to an existing clinical program. In this model, the
CBD service regimen is focused appropriately on both health and family planning, because people will travel to a depot or to satellite clinics for health care
even if they do not seek family planning services. Thus, in the Type I system,
contraceptive services are often organized around what is in demand, such as
health care, or around some other sought-after service (such as convenient marketing) rather than around family planning per se.25
The success of the Type II organizational strategy is derived from training
agents to become efficient, effective, and active doorstep outreach workers. The
community is consulted about choice of agent, and liaison with the community is
given considerable attention. In successful Type II CBD programs, communities
are typically not involved in financing, supervision, or other routine management functions. Type II CBD is also called CBS, community-based service, because it involves the community in agent selection (International Planned Parenthood Federation 1995).
Both Type I and Type II approaches require formal administrative systems,
with professional staff, paid CBD agents, and certificate training. In doorstep
CBD, agents are assigned to specific geographic areas, are given a target number
of households to cover, and are supervised individually. Employer-based programs that provide the families of workers with contraceptive services in their
homes are also considered Type II CBD.26 In general, the principal administrative
unit is the clinic, and all logistics, management information systems, and other forms
of institutional backup are oriented to clinical services with CBD as outreach.
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Volunteers paid from social
marketing profit or costrecovery schemes
Markets, kiosks
Sales-oriented

Training

Agent compensation

Supervision

Profit from sales

MIS = Management information systems.

Resource base

System support
Logistics
Salary financing
MIS
Political support
Research requirements
Cash and carry
Cost recovery
Sales volume
Minimal
Focus groups on vendor
or product acceptability

Short-term, recurrent

Community involvement

Agent deployment

Minimal

Administrative structure
Service regimen

FP clinic outreach
External, top-down
Clinic-focused
Centralized, passive
Pilot and demonstration
projects, closed-systems
research
Externally dependent

Self-sustaining

Community health
Community-based
Group- or market-focused
Decentralized, active
Intensive, community-based,
experimental, open-systems research

House-to-house, clinic outreach Village groups or places where
villagers congregate (markets or
women’s associations)
CBD agent-oriented
Community-organization-oriented

Bottom-up
community-based agencies
(Type III)
Sociological, complex
Health or development, with
integrated FP and reproductive health
Consulted on agent selection;
Extensive community management
traditional community structure mechanisms; traditional social
not crucial to administrative
structure dictates CBD
structure
administrative design
Long-term, professional
Short-term basic training, villagebased
Salaried agents from external
Compensation from village sources
sources
or voluntary

Elements of effective management for
Top-down
family planning agencies
(Type II)
Bureaucratic, simple
FP and reproductive health

Social marketing
and clinical outreach
(Type I)
Commercial, simple
Sales commodities

System component

Table 3 Strategic components of three models of community-based distribution (CBD) systems

Although expensive and often dependent upon external resources, Types I
and II are the simplest CBD options, involving the fewest questions requiring
research. Research can be focused on “closed systems” questions about streamlining operations, building managerial capacity through pilot testing, and situation analyses to monitor progress and diagnose administrative problems. Type I
and II approaches are amenable to transfer from country to country: The Zimbabwe
model is considered workable in other countries if donors were committed to the
scale of external support that such an effort entails. CBD organized on Type I or II
models benefits from political support, but is not dependent upon it for success.
A Type III CBD approach is more challenging to organize than are the
Type I and Type II approaches, because this strategy involves mobilizing entire
communities for service delivery rather than motivating paid employees of a bureaucracy. As the table shows, effective Type III programs are often decentralized or are administered by agencies with centralized management that rely heavily
on traditional leaders for guidance. This approach results in decentralized, locally adapted programs that are integrated into local social institutions. Type III
CBD programs also rely heavily on volunteers and provide a broad range of
community health or social services. In some instances, Type III programs are
closely linked to women’s movements or to national political parties.
The assumptions underlying the operational designs of CBD in Africa can
thus be diverse. Although CBD is often discussed as a single strategy for extending services to convenient locations, it is more appropriately viewed as many
different strategies, each with specific organizational requirements.
H OW CBD W ORKS IN A FRICA
For three decades, discussions about the demographic role of family planning have focused on the relative role of the supply of services and the demand
for family planning.27 Extreme positions in this debate have been discredited in
recent years, and a consensus is emerging that the supply–demand dichotomy
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represents an unrealistic and overly mechanistic view of human reproductive
behavior (see Simmons 1992). Social, economic, and cultural conditions play a
crucial role in defining reproductive norms and family planning behavior; family
planning programs interact with these sets of influences to introduce and sustain
reproductive change. CBD is often seen as the best way for family planning programs to achieve their goals.
Three possible roles for the impact of CBD on reproductive behavior are
implied by the social research literature, as synthesized by the framework adapted
from Easterlin (1975a and 1975b) and illustrated in Figure 4. In this framework,
social-structure factors and characteristics of individual couples determine fertility-control motives,28 which affect the pace of childbearing, with the demand for
children functioning as a key intermediate factor. Motivation to practice fertility
regulation is a function of fertility motives (a in Figure 4) and fertility regulation
costs (b). Family planning programs influence fertility by mitigating costs (c).29
Programs may also influence fertility-control motives and the demand for children through information, education, and promotional campaigns (d).30 Of the
possible pathways for effects that are illustrated in the figure, CBD is conventionally viewed as a cost-mitigating strategy rather than a demand-generating
strategy. As such, CBD programs are justified as initiatives to fulfill unmet need
for contraception. However, some research suggests that where contraceptive
prevalence is very low, the promotion of family planning can have an impact on
knowledge of methods and preferences to use them and that CBD programs can
thereby generate demand for family planning that would not otherwise arise (d
and e).31 This “beyond supply” effect of CBD is suggested by the observation
that changing demand for children often follows, rather than precedes, the introduction of family planning programs.32 Whereas this latent demand for family
planning was extensive in Asia and Latin America, in Africa the demand for
children is extensive and contraceptive demand is relatively weak.33 The demand-
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Figure 4 Basic models of factors determining fertility
Socialstructure
factors

Potential
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d
FP Program
and CBD
e

Motivation
to control
a
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Demand c
for children

Motivation to
practice fertility
regulation

Additional
fertility

b
Costs of
regulation

Individual
characteristics
Source: Adapted from Hermalin 1983.

generating function of CBD may have a greater role in shaping the demographic
impact of services in Africa than has been the case in other regions.34
The role of CBD in mitigating the costs of family planning is specified by
pathway b in the figure. CBD can help couples with unmet need for family planning by mitigating monetary costs of contraception in several ways: by placing
services in convenient locations; by offsetting social costs of fertility regulation
through offering information and services in a manner that dissipates familial
barriers or other opposition to family planning; by averting psychological costs
of contraception through counseling or correcting misinformation; and by reducing health costs of side effects with treatment or follow-up services.35 CBD programs are typically focused on enhancing women’s access to family planning.
Survey data suggest, however, that geographical access is a less important determinant of contraceptive use than are lack of knowledge, fear of side effects, and
social or familial disapproval (Nag 1984; Bongaarts and Bruce 1995; Rutenberg
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and Watkins 1996).36 Systematic understanding of these cost constraints is needed
in a CBD operation so that workers can be trained to address the key costs of
contraceptive use. In the African context, these costs are related to the absence of
spousal, familial, or social support for contraception.37 Bringing social structure
into account in the operational design of CBD will be more important in Africa
than has been the case in other regions.
The Easterlin determinants of contraceptive use have implications for policy
priorities in the design of CBD programs. Type I programs assume that the demand side (pathways affecting a in Figure 4) is sufficiently strong and the costs
of contraception (pathways affecting b) are sufficiently low for people to seek
services away from their own doorsteps. Type II programs, on the other hand,
tend to focus on the mitigation of accessibility costs by bringing services to women
in their own homes. In practice, there may not be a sizable difference between the
client costs of Types I and II, because Type I programs generally require a woman to
travel only to a depot in her village or to a market that she probably visits routinely.
Type III CBD is unique, however, because of its focus on mitigating social costs
through the intense involvement of traditional institutions. As an approach that is
designed to mitigate social costs as well as to address the need for convenience, Type
III CBD is likely to be the most appropriate strategy for Africa, particularly in areas
with low demand and prevalent constraints to family planning adoption.
The Implications of Social Costs for CBD Design
Addressing social costs is not only crucial to the efficacy of CBD, it is
critical for designing programs that do not have an adverse impact on the lives of
the women they serve.38 The overemphasis on accessibility may have distracted
attention from these detrimental social costs. Possible areas of social cost have
been noted in the literature:
First, programs targeted to the needs of women in Africa may inadvertently isolate them from family members (Adepoju and Mbugua 1996). This over24

emphasis on outreach to individual women may interfere with reproductive decisions typically made by men or by couples in which women are traditionally the
least powerful participants in decisionmaking.
This marginal role of women in reproductive decisionmaking derives from
the custom of bridewealth, which inculcates the prevalent belief that women are
property purchased by the corporate family for the purpose of producing heirs for
the lineage. A woman approached by an outsider who offers her a family planning method and services may be embarrassed at best. A man aware of this encounter may feel threatened as a man and as a property owner and embarrassed
as a member of his social group. Doorstep CBD approaches can thus precipitate
social discord that has a selective and negative impact on women. Although contraception can give women greater control over reproduction and autonomy in
other areas of their lives, these effects can be offset in a context with limited
opportunities for education or gainful employment for women outside the home
(see Simmons and Young 1996).
Second, reproductive autonomy fostered by contraception may threaten
men who derive status from their reproductive dominance, thereby producing
adverse social consequences for women who adopt family planning.39 CBD effort in gender-stratified settings requires a component of male outreach to mitigate the social discord that can arise from increased contraceptive use.40 The
more active the CBD program is, the greater the attention that should be paid to
allaying men’s concerns. Outreach strategies must be tailored to each community, because sociocultural constraints to family planning vary throughout Africa. For instance, men in West Africa are more likely to disapprove of family
planning and to want more children than are men in East Africa (Drennan 1998).
Spousal communication is often a key to accurate perceptions about reproductive preferences, and couples who discuss family planning are more likely to
practice contraception (see Drennan 1998). Protecting the privacy of women may
be more important, however, than encouraging spousal communication in situa25

tions where women’s contraceptive use can have harsh consequences if it is discovered by their husbands (see Biddlecom and Fapohunda 1998).
Third, marriage is symbolic of a fertility contract between extended families, to whom childbearing is a source of status and prestige. In this tradition, a
woman found to be practicing contraception has violated the marriage agreement
between families. She may be sent home to her father in disgrace, and ostracized
by her kin. Divorce, discord, or violence may ensue. On the other hand, women
who bear children gain status. Research has shown that as Yoruba women have
more children, their power in reproductive decisionmaking increases and their
social autonomy improves (Bankole 1995).
A well-designed CBD approach may avoid social discord, however. Community-based health and social programs in Africa can benefit from the strong
traditions of social organization that define patterns of opinion leadership, organize collective responses to external initiatives, and structure community relations. One successful program in the Gambia used kabilos, village-based extended
family groupings, and imam meetings, with religious leaders, to recruit CBD
agents and gain support for family planning. Contraceptive prevalence was increased by 10 percent (see Luck et al. 1996). If CBD is designed to mitigate the
social costs of contraception, social discord may also decrease. Approaches that
seek to defray these costs through community involvement and support will be in
a position to monitor and address conflicts that arise. If such approaches are not
used, CBD may well increase the social costs of family planning for women,
men, and extended families.
The Implications of Constrained Demand for Contraception
Africa is often characterized as a region with social, economic, and cultural institutions that influence reproductive motives profoundly and constrain
the onset of demographic transition.41 High-fertility motives are grounded in complex social institutions (see National Research Council 1993). For example, the
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traditional importance assigned to lineage tends to structure high-fertility norms;42
economic institutions allocate land, wealth, and access to social influence according
to family size,43 and social institutions associated with polygyny, in turn, tend to weaken
the conjugal bond and constrain spousal communication.44 Most social scientists argue that pronatalist beliefs and customs are so ubiquitous and ingrained in society
that African social institutions weaken the efficacy of family planning services.45
The demand constraints on program impact are further complicated by
turbulent economic, social, and political circumstances throughout the sub-Saharan region. Economic analyses show that widespread poverty in the region
would constrain programs even if social conditions were favorable to family planning (Sowa and Ohadike 1989).46 Deteriorating economic conditions have further complicated the task of organizing effective service agencies in many countries. Moreover, in much of rural Africa, the role of secondary institutions such as
political, bureaucratic, or governmental organizations is weaker than the role of
primary institutions such as clan, kin, extended family, and other traditional social groups. As secondary institutions, family planning organizations are often
ill-equipped to organize programs that are truly community based. The extent to
which CBD can succeed often depends upon the strength of the strategic link
between primary and secondary institutions—a difficult organizational task in
the African context. Public-sector ministries around the world are notoriously
inept at establishing community links. In Africa, this task is particularly daunting
but particularly crucial for establishing effective community programs.
Even under favorable social and institutional circumstances, the challenge
of organizing effective family planning programs in the region would be complicated by health conditions. Of the developing regions, tropical Africa has by far the
highest mortality rates among children, the highest maternal mortality rates, and the
highest incidence of infectious disease. Research on the implications of high mortality for fertility is not conclusive, but most social theorists assign central significance
to the role of high mortality in shaping high-fertility norms.47
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Too often, programmatic research is designed as if demand-side constraints
to successful CBD are inconsequential. Much could be gained from applying
social research methods to CBD strategic issues.48 Table 4 lists selected social

Table 4 Illustrative agenda for applied social research on the climate of
demand for family planning
Social research
finding

Possible consequence
for family planning

Questions or issues for
applied research

Strong emphasis on
lineage; social and
cultural high-fertility
values

High social costs of family
planning; weak social
support for program
activities; concerns about
privacy

Can social structure provide an
organizational basis for CBD?
How should agent selection,
supervision, and management
relate to community leadership
organization, and structure?
How can the program work with
opinion leaders or influential men
and women at the village level?
How are opinion leaders
appropriately involved in CBD?

Weak conjugal bond;
segmented economic
roles

Poor spousal communication; How is outreach best organized
weak climate for joint
for men? How is confidentiality
decisionmaking; concerns
best assured?
about infidelity; concerns
What can be done to foster
about confidentiality
spousal communication, joint
decisionmaking, and mutual
confidence in the benefits
of family planning?

Perceived economic
benefits of children;
low economic costs
of childbearing

Low levels of demand for
limiting fertility

How is child spacing best promoted?
How can the social, psychological,
and familial costs of contraception
be reduced with CBD?
Who in society creates constraints
to fertility regulation, and how
can they be approached with
effective outreach?

High mortality risks,
particularly among
children

High-fertility aspirations;
prevalent health concerns;
desire for family planning to
be integrated with health and
maternal and child health
services

How can health and family
planning outreach be combined
without diminishing the
operational importance of family
planning activities?
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research findings, their possible consequences for family planning, and questions for programmatic research. Focus-group discussion of fertility determinants,
family planning implications, and possible research issues would be a productive
exploratory mechanism for directing inquiry into the issue of constrained demand. Not all issues can be resolved in this fashion, but social research could be
useful for identifying questions that operations research might resolve.49
L ESSONS FROM F OUR N ATIONAL CBD P ROGRAMS
Evidence concerning the determinants of CBD success or failure emerges from
a variety of sources including case studies of large-scale activities, operations research pilot studies and field projects, and specific studies of management issues in
CBD. CBD programs in Africa provide strategic contrasts that merit review.
The Kenya Experience
Kenya has the greatest diversity in CBD programs and activities of any
country in the world. In the 1980s, CBD initiatives proliferated with the encouragement and support of the National Council for Population and Development
and financial support from the Kenya USAID Mission (see Division of Family
Health, Ministry of Health et al. 1991). Rather than standardizing a centrally
planned initiative, official policy has encouraged action in diverse private- and
public-sector organizations. In some agencies, coverage is achieved by canvassing, in others by community depots, and in others by distribution through village
women’s groups. In some programs, workers are volunteers; in others, paid personnel; and in others, compensated volunteers. The level of compensation also
differs considerably by agency. Recruitment and training schemes differ, and
administration, logistics, supervision, and management information systems follow no set scheme or unified design. In a genuine sense, Kenya represents a
laboratory of CBD diversity in that nearly every type of CBD approach that has
been tried anywhere is represented in some fashion in the Kenyan setting.50
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A comprehensive comparative analysis of seven of Kenya’s major CBD
programs has concluded that no one program was strongest or weakest in all
elements (Chege and Askew 1997). Various reviews and evidence suggest, nonetheless, that CBD is feasible and effective in a variety of contexts, and service
statistics attest to a considerable volume of CBD services. Most commentators
agree that this operational diversity has been a resource rather than a hindrance to
CBD development in Kenya and that nothing would be gained by standardizing
CBD approaches across agencies (see Phillips and Kiragu 1998).
Survey responses suggest that CBD informs many couples about family
planning in Kenya and that CBD may, therefore, contribute incrementally to contraceptive use.51 Moreover, statistical analyses have been completed suggesting
that CBD programs in Kenya have accelerated a demographic transition that was
initiated by social and economic forces (Hammerslough 1991 and 1992).
The main lessons from Kenya are that a variety of approaches can work
and that strategic consistency within approaches is important to success. Figure 5
illustrates operational elements of successful CBD agencies. Type I programs are
typically centralized and highly focused organizations that are staffed at the pe-

Figure 5 Elements of strategic consistency in the Kenya CBD effort
Type I
Single purpose
Centralized (top down)
Volunteer workers
Type II
Single purpose
Centralized (top down)
Paid (successful)
Unpaid (unsuccessful)

Type III
Multipurpose
Decentralized (bottom up)
Voluntary
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riphery by unpaid volunteer workers. This kind of program works because volunteers’ time contributions can be linked to activities that they normally engage
in, even in the absence of the program. Type II programs require workers to
follow set schedules, canvass villages, and engage in routine tasks that require
paid professional staff. Type III programs marshal community leadership or integrate CBD into political activities. For this reason, Type III CBD tends to be
integrated into the non-family planning activities of women and multipurpose
development agencies. Where a strong “bottom-up” mandate and organizational
capacities exist for motivating informal workers to perform CBD duties, volunteer CBD programs have worked well.52 Political organizations are structured in
this way; church organizations also generate dedicated volunteerism. In some
instances, charismatic leaders have created development or health-service systems that generate a context in which volunteerism works (see Phillips et al.
1992). In the absence of a strong motivational backbone, however, the viability
of volunteer worker schemes is doubtful.53
Type I CBD in Nigeria
Nigeria provides lessons from market-trader examples of Type I CBD effort. In 1985, the University of Ibadan launched a feasibility study to test the
acceptability of training and equipping traditional market vendors to sell contraceptives in 39 markets of Ibadan City (for example, see Iyun et al. 1985, 1987,
and 1988; Webb 1987a, 1987b, 1988, and 1989; and Peters de Folch Lyon 1985).
This approach to family planning service delivery has since proliferated in Nigeria and now encompasses several distinctly different schemes for training and
equipping traditional market traders to add contraceptive commodities to the items
that they sell (for example, see Ladipo et al. 1986 and 1990; Lambo et al. 1990;
Kwara State Ministry of Health 1990; Lagos Study Team 1986; Delano 1987;
Jugan and Schellstede 1986; and Masha 1987). The commercial sale of contra-
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ceptives in market locations is based on the premise that making services available in markets will increase contraceptive awareness and use (Ladipo et al. 1990).
Considerable international attention has been directed to this initiative, in
part because it uses the traditional African institutional arrangements of the market to foster family planning, and in part because it is potentially a self-sustaining, low-cost mechanism for reaching a large segment of society (see Jinadu et
al. 1993). The underlying hypothesis of the approach can be stated as follows:
Shoppers who are exposed to accessible, low-cost family planning supplies in
markets are more likely to use a method than are shoppers who are not exposed
to convenient supplies. Despite the apparent potential of this approach, no evidence exists from the Nigerian experience to support the basic CBD hypothesis.
No evidence has emerged that traditional market sales of contraceptives improve
the acceptability, efficacy, or quality of family planning in areas served by this
approach. Gross sales data have suggested that the impact of the strategy may be
confined to an initial introductory period, after which sales decline.54
A 1993 review of 14 separate vendor initiatives revealed that traditional
market trading networks, pricing practices, and logistical arrangements have not
been used by the program (Jinadu et al. 1993). Despite project claims that traditional market mechanisms are used, most trader organizational arrangements have
been structured as nontraditional family planning agencies. For this reason, the
institutionalization of market-vendor schemes has not worked well in the past.55
Well-managed and rigorously implemented market-vendor schemes likely could
succeed, however, and implementation problems could probably be resolved
through basic research (see Jinadu et al. 1993).
A 1998 evaluation suggested that agents in market-based programs were
used by half of the market-going population, although impact on contraceptive
prevalence was not known (Weiss 1998). That evaluation concluded that market
projects were easier and cheaper to manage than were other CBD projects in
Nigeria, and called for research to determine the optimal density of market agents.
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Type II CBD in Zimbabwe
Zimbabwe provides an example of Type II public-sector program implementation and sustainability with a national community-based distribution program that has been in operation since 1983. The program is administered by the
Zimbabwean National Family Planning Council, a parastatal agency, and its objectives are to make modern contraceptives available to people through household distribution, educate them about family planning, recruit new acceptors,
follow up on dropouts, and make referrals to health centers when necessary. Zimbabwean distributors are selected by the communities served, receive government salaries and benefits, and are assigned a defined catchment area in which
they are expected to complete rounds of household visits in three-week cycles
(see Muvandi 1990; Zimbabwe National Family Planning Council 1990; and
Dube et al. 1998). A large national information campaign promotes family planning with messages targeted to various population subgroups, most prominently
to men (see Kuseka et al. 1990).
In 1988, modern contraceptive prevalence was 36 percent and traditional contraceptive methods were measured at 7 percent. The Zimbabwean total fertility rate
(TFR) declined from 6.5 children per woman of reproductive age to as low as 5.3
children between 1984 and 1988. By 1994, it had reached 4.3.56 The role of CBD in
producing the rising contraceptive prevalence rate has been the subject of considerable discussion and debate, however. The debate centers around three issues:
First, the nature of reproductive change in Zimbabwe has required clarification, because the rise in prevalence has not translated into a pace of fertility
decline that is consistent with relationships observed elsewhere. Despite the rapid
increase in contraceptive prevalence to more than 40 percent of the eligible population, Zimbabwean fertility decline has been less than anticipated.57 The adoption of contraception for spacing and the extensive substitution of contraception
for other proximate fertility determinants apparently explain the slower-than33

expected pace of fertility decline.58 Substitution of contraception for traditional
fertility control introduces an element of uncertainty about the impact of CBD
and family planning in general on fertility.
Second, geographic variance in contraceptive use bears no relationship to
CBD activity.59 This finding may be a result of statistical biases arising from policies
assigning CBD agents to remote, low-prevalence areas. Also, CBD may not be as
effective in increasing contraceptive use as in expanding clinical services.
Third, the sheer size and cost of the Zimbabwe CBD program are controversial. The national program bureaucracy represents an expensive commitment.
Nevertheless, survey data suggest that distributors play a minor role in the provision of supplies to new acceptors and may not be crucial for resupplying purposes.60 The 1991 and 1996 Zimbabwe Situation Analysis Studies revealed that
clients were willing to obtain their supplies from a depot-holder instead of a
CBD agent, allowing agents to focus their efforts on recruiting new clients. This
Type I depot model has been piloted, and situation analysis results suggest that it
should be expanded (Dube et al. 1998).
The assumption that CBD has been a factor in the Zimbabwe story is a
reasonable one, but beyond anecdotal evidence, little can be said about the demographic role of CBD in Zimbabwe.61 The Zimbabwe case suggests that a fairly
unimaginative top-down, Type II bureaucratic approach to CBD may have worked.
Reports advocating this view attribute success to selecting workers from the villages they serve, paying them a regular wage, assigning them clearly defined
tasks, and holding them accountable for performing a basic work regimen that is
easy to understand and feasible to carry out (see Nzuma 1986; Mugwagwa 1989;
Zihanga 1990; and Guilkey and Cochrane 1992).
Type III CBD in Ghana
CBD programs in Ghana illustrate the benefits of using social research
findings to guide program priorities. In 1969, Ghana became the second country
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in Africa (after Kenya) to promulgate an official population policy. Failed effort
in Ghana illustrates the value of evidence-based policy planning.
Early in the Ghana program, organizers assumed that accessibility to services would be the crucial problem to solve in developing CBD. Because midwives and traditional birth attendants (TBAs) are accessible to women throughout the country, the Ghana Registered Midwives Association (GRMA) Family
Planning Program was assigned the task of midwife training and field coordination of a family planning initiative. This initiative was subsequently expanded by
training TBAs to provide family planning services as a CBD program. A national
CBD project was constituted to identify TBAs, upgrade their delivery skills, and
train them in the sale and distribution of pills and condoms.
In terms of numbers of people trained and volume of contraceptive sales,
the midwife-TBA approach appeared to be successful (Ghana Registered Midwives Association 1990). However, survey data eventually revealed that the volume of contraceptive distribution among midwives and TBAs remained low. The
Ministry of Health estimated that a TBA, on average, supplies fewer than ten
clients a year with contraceptives.
In response to this finding, the Ministry of Health fielded a series of focusgroup studies designed to elicit community opinion about the program and to
garner advice on how to improve CBD acceptability. Results of this investigation
showed that accessibility was not the primary concern of villagers. Other costs
enumerated earlier by Easterlin were of greater concern (see Ministry of Health,
Health Research Unit 1991a–c and 1992). Uneasiness about lack of privacy and
confidentiality led to objections about the choice of midwives and TBAs as contraceptive distributors. TBAs were viewed as socially gregarious individuals who
talk openly about who is using family planning. This finding suggests that such
preselection of agents is not acceptable in Ghana, because the persons chosen do
not have the ability to keep secrets or other personal qualities that engender trust.
The trustworthiness of agents was considered to be more important than any
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other trait (Ministry of Health, Health Research Unit 1991a–c). The focus on
contraception to the apparent detriment of health concerns also weakened the
program. The TBA experience in Ghana attests to the hazard of premature program development. Even a seemingly sound idea merits trial and investigation
before large-scale CBD operations are fielded.
In 1994, the Navrongo Health Research Centre launched a new CBD experiment in northern Ghana in response to the failure of the national TBA agent
CBD program.62 The experiment demonstrated that community participation in
the design of CBD is feasible. With guidance from social research, Type III CBD
in the Navrongo experiment produced a change in contraceptive practice in a
region where such results were once considered unattainable. The Navrongo experiment is a trial of a process for developing optimal services rather than a
test of a particular CBD strategy. The key to success in Navrongo has been designing culturally sensitive approaches for providing services to women and information to men. This approach involved a program of participatory learning in
pilot villages and of large-scale experimentation on alternative CBD models (see
Nazzar et al. 1995). Research has shown that the total fertility rate dropped from
5.4 children per woman of reproductive age to 5.0 children in three treatment
areas, whereas fertility remained unchanged in the comparison areas. Reported
contraceptive use increased in all treatment areas relative to controls, but the
precise extent of this impact is unknown because survey respondents are often
deceptive about contraceptive use.63 Focus-group data from the Navrongo experience suggest that broad-based health-service approaches are needed in settings
where mortality is high and demand for family planning is weak. Demographic
research lends support to the hypothesis that CBD reduces fertility even in traditional Sahelian Africa. This impact occurs irrespective of the CBD strategy used.
In summary, the experience of CBD in Kenya, Nigeria, Zimbabwe, and Ghana
has revealed three themes that may have relevance to other countries in Africa.
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First, predetermined CBD strategies typically are feasible to implement,
but often are not the most appropriate approaches for a particular setting. As the
Ghana experience demonstrates, CBD strategies should be tested and adjusted to
local conditions before large-scale operations are implemented. Strategies for
managing CBD in one type of institutional environment may not be appropriate
for another organizational environment. For this reason, systems for CBD must
be assessed in the broader organizational setting where outreach services are based.
If these precautions are taken, and if programs are pursued with political resolve
and ample resources, imported CBD models like that used in Zimbabwe may be
made to work.
Second, no single model emerges as the optimal universal approach to
CBD. The Kenyan decentralized strategy has encouraged diverse approaches
through a variety of institutions. By fostering the proliferation of NGOs, the
Kenyan program established de facto centralization and marshaled resources for
the program that would not have emerged otherwise.
Third, mixed models do not work. In Zimbabwe, a bureaucratic, top-down
CBD program was successfully implemented. As demonstrated by the Kenyan
Ministry of Health, however, bureaucratic, top-down models should not be used
with attempts to provide CBD services through volunteers. African organizational approaches can work well, but not as appendages to artificial public bureaucracies. If a program is organized on African institutional principles, the logic
of indigenous networks, structures, and systems of interchange must be thoroughly understood and fully employed.
L ESSONS L EARNED FROM CBD S UCCESS AND F AILURE
In general, the CBD literature is diffuse and atheoretical, complicating the
task of deriving cross-cultural themes or generic lessons. Research findings and
management reviews of CBD programs and pilot projects throughout the sub-
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Saharan region suggest certain general conclusions about basic management,
however, that can improve service delivery and ultimately lead to greater impact
on contraceptive prevalence or total fertility.
Elements of Successful CBD Management
Operational diversity in CBD activities derives from alternative approaches
to the CBD service regimen; to community involvement; to agent selection, training, compensation, and supervision; to the manner of deployment; to the resource
base for salaries and operational costs; to management information systems; and
to political support. Experience with CBD in Africa has provided information
about which approaches and combinations of approaches are most successful
(see Table 5).
The service regimen of CBD programs is sometimes highly focused on
family planning and sometimes integrated with primary-health-care outreach.
Ever since the 1994 International Conference on Population and Development in
Cairo, increasing attention has been directed to integrating reproductive health
activities into CBD schemes. Extending multiple service options is generally
believed to improve service quality and acceptability, and offering contraceptive
methods and services in conjunction with other health services tends to enhance
the credibility of family planning. Broadening the service regimen adds management challenges that must be addressed in careful strategic planning, however.
Broadening CBD programs to include reproductive health requires extensive training programs. For example, situation analysis in Zimbabwe has shown that CBD
agents know few of the signs and symptoms of sexually transmitted diseases
(STDs) (Dube et al. 1998). CBD agents may not be the best providers of STD
services, because they have to rely upon syndromic management, and nonclinical
screening methods are known to be ineffective.64
Community leaders can be involved in CBD as the collective recipients of
information, the coordinators of information and educational activities, or as di38

Table 5 Elements of effective CBD management
Element

Reference

Service regimen should be as
broad as possible.

Jain et al. 1992; MoH, Social
Solidarity and the Aged, and the Population
Council 1993; Projet des Services des
Naissances Désirables, Division de la
Recherche Opérationnelle and the Population
Council 1991

Community involvement is crucial
at the strategic planning stage.

Nazzar et al. 1995; Phillips and Greene 1993.
See also Askew and Khan 1990; Delano 1990;
Kaseje et al. 1987b; and Mukolwe et al. 1990

CBD agent selection should be guided
by community opinion rather than by
predetermined criteria.

Gallen and Rinehart 1986; Zinaga 1990. See
also Population Reference Bureau 1987

CBD agent deployment should use
traditional social or economic networks
as a convenient basis for reaching
village groups.

Phillips and Greene 1993

Agent compensation
Paid workers perform better than
volunteers.

El Tom et al. 1987 and 1989; Gallen and
Rinehart 1986; MoH, Social Solidarity and
the Aged, and the Population Council 1993;
Ministry of Public Health Directorate of
Family and Mental Health and the Population
Council 1993; Pooley et al. 1989; Primary
Health Care Directorate and Center for
Population and Family Health 1989. For
lessons in CBD agent compensation from
Zaire, see Division of Family Health et al.
1991; Kuwana 1989; and Penn 1989

If workers are unpaid volunteers,
the deployment scheme should
not be demanding.
Completely voluntary schemes
do not work well. If workers are
not paid, some other motivational
scheme is required.
CBD agent training should be based
on competence and be incremental and
practical.

Gallen and Rinehart 1986

CBD agent supervision should be
supportive rather than directive.

Keyonzo et al. 1989a. See also Department of
Community Medicine and Center for
Population and Family Health 1988; Foreit
and Foreit 1984; Motlomelo et al. 1990;
and Phillips et al. 1992

Management information systems
should support the informational needs
of CBD agents as a first priority.
Information for senior management
can be aggregated as needed.

Bernhart 1991; UNFPA 1990

Political support for family planning
generally is not obviated by launching
CBD programs.

Lauro et al. 1991; Office Nationale de la
Population and Center for Population and
Family Health 1989

rect managers of CBD operations. Alternatively, traditional leaders and social
groups can be involved in all aspects of CBD planning, management, and implementation. Models for community involvement are thus highly varied. Community involvement is crucial at the strategic planning stage. Leaders can participate effectively in the design of operations, but are less effective in implementation
or routine management.
CBD agent selection is a key variable in program design. Agents can be
selected by the community or chosen by a sponsoring program. Experience generally shows that community selection of agents is more effective than is setting
predetermined criteria for agents. Seeking an internationally optimal type of agent
is fruitless. Operations research can demonstrate practical means for identifying
the appropriate type of agent, but they should not be used to test the efficacy of
some predetermined category of service worker.
CBD agents can be uncompensated or compensated for their work. Paid
distributors, in turn, are sometimes compensated in cash or with other forms of
reward. Rewards in cash can derive from user fees, community insurance schemes,
or direct payments as wages. The research record generally shows that paid workers
perform better than volunteers. When agents are paid, rigorous supervision can
be exercised, programs can be implemented rapidly, work routines can be standardized and designed to cover populations, and service quality can be maintained. Research also shows that when workers are unpaid volunteers, the deployment scheme should not be demanding and that some other motivational
scheme is required to substitute for the absence of wages. Voluntary CBD programs are more complex to manage than are programs that rely upon paid agents.
Type II approaches require paid workers; Type I models sometimes work well
with unpaid agents.65
The appropriate type of agent deployment is dictated by the CBD strategy
used. Type I programs use a static strategy whereby supply depots are staffed by
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agents and placed in convenient village locations. Type II programs assign workers to geographic areas and instruct agents to visit households methodically and
sequentially. A Type III approach uses traditional social or economic networks as
a convenient basis for reaching village groups and legitimizing CBD. Distribution agents may be deployed to places where men or women congregate for nonfamily planning purposes (for example, markets, women’s associations, or other
village social functions) as well as to people’s homes. As noted above, the common assumption that accessibility is the primary constraint to contraceptive use
has not been demonstrated by research. Social costs represent the most important
set of constraints, and some evidence suggests that social discord may arise from
failing to address social impact issues. Men’s fears and concerns that lead to social
costs for women can be addressed with appropriate male mobilization strategies.
CBD agents can be trained in clinical methods or village diplomacy or
both. In Africa, experience shows that broad-based social and technical training
is preferable to narrow technical design. The frequency of in-service training
varies widely among projects, although most observers agree that the quality and
intensity of agents’ training is the most important single determinant of program
quality and impact. Training of CBD agents should be based on competence and
be incremental and practical.
Models for agents’ supervision vary considerably. In some programs, supervisors are paid professionals, whereas others use volunteers. In general, effective supervision requires professional staff. When village workers are volunteers,
supervising challenges increase, because community activities must be designed
to motivate workers and clients alike. Styles of supervision differ therefore, according to the field strategy used and the institutional culture of the CBD agency.
Whatever the approach, supervision should be supportive rather than directive.
Supervisors recruited from the ranks of CBD agents are more effective than are
hired supervisors who have no service-delivery experience.
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Ever since family planning programs were first organized, information
systems have been designed to provide indicators on performance. CBD represents a unique challenge to management information systems design, because
systems must be simple to use and yet informative. Information systems should
support the quality-of-care information needs of CBD agents as a first priority.
Information for senior management can be aggregated as needed. Systems designed to extract information solely for senior management do not work.
In Africa, considerable emphasis has been placed on developing costrecovery schemes for CBD. The typical scheme charges commodity fees to users
and awards a percentage of this fee to agents. In some projects, however, community health-service systems have been developed with cost-recovery mechanisms for primary-health-care services. Health-service fees can generate revenue
to subsidize family planning CBD indirectly.66 In several West African countries,
revenue from dispensing essential drugs is used to finance health outreach.67 Community-financed schemes are still in the planning or pilot stage, however, and have
proved to be complicated to organize and difficult to manage, perhaps because they
have not been tested and researched adequately. When demand for family planning is
fragile, cost-recovery schemes often face fundamental organizational challenges.
Removing service from the confines of clinics subjects programs to political requirements at all levels—national, regional, and local. CBD effort often
involves careful liaison with political authorities. Launching a CBD program does
not obviate the need for political support for family planning more generally. Several
important trials have demonstrated the critical role of political support for CBD.
Factors Contributing to CBD Failure
A CBD project can be considered successful if it introduces family planning to a population and the introduction results in higher levels of contraceptive
use than would be expected in the absence of CBD, or if it enables women to
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attain their reproductive goals more effectively. Reasons for failure typically are
not discussed in reports, because projects often have the modest goal of demonstrating operational feasibility rather than of establishing that the project’s strategy has worked. Several studies and large-scale programs have clearly failed to
confirm hypotheses about the role of CBD.68 Common reasons for CBD program
failure are discussed below.
Misplaced faith in CBD success can lead to failure if planners view CBD
as something that is simple and automatically so successful that the basic elements of service quality and sound management are neglected (see Motlomelo et
al. 1990). Although endlessly repeated trials of CBD impact are not necessary,
the process of developing large-scale optimal CBD operations is likely to require
organizational research in each setting where a new CBD program is launched.
Considerable progress has been registered since techniques of evidence-based
organizational development were developed in the 1960s (Lawrence and Lorsch
1969; Bennis 1969; Beckhard 1969; French and Bell 1978). This approach emphasizes the importance of developing strategies that fit the organizational environment, testing and developing pilot approaches on a small scale, and phasing
in change in large-scale operations.69 Premature implementation sometimes weakens CBD programs because large-scale effort is inappropriate for the social environment. Mixing the elements of different CBD models sometimes weakens strategic designs. For example, as noted above, when a bureaucratic, top-down
program attempts to use volunteer CBD agents, the results are often unsatisfactory (see Ferguson 1998). Research, therefore, has renewed benefits for each site
where CBD is tried. The main pitfall of premature CBD implementation is failing to use strategies that are guided by community opinion (see MoH, Health
Research Unit 1991a–c).
Preoccupation with a single good idea can direct attention away from developing a comprehensive service system. When CBD fails, its failure has less to
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do with what is being tried than with the absence of other critical elements of
comprehensive service systems.70 CBD research should be driven less by discrete questions about the relative impact of contrasting operational design than
by the need to adopt and develop a CBD system of care that is appropriate for a
particular setting. CBD fails, not because the specific operational ideas pursued
are flawed, but because a system of care has not been developed in which the full
potential of a set of good ideas can be realized.71 The operational design of the
program should be guided by the organizational design of social institutions.72
CBD can fail if the initiative has narrow institutional grounding. For example, a failure to build political support can lead to CBD failure. Local political
resistance or administrative objections and lapses can arise from a weak commitment to population issues. Strategies for building family planning commitment
should be a theme of CBD research (see Bertrand et al. 1993, Office National de
la Population 1989, McGinn 1989, and McNamara et al. 1992).
Premature focus on sustainability and cost recovery can weaken CBD effort. Community volunteer agents, community financing, and user fee schemes
have not worked well (see Agyepong and Marfo 1992). In Africa, where demand
for family planning is often fragile, sustainability schemes introduce new operational complications and user constraints. Sustainability represents a second-generation issue in the design of programs. Expensive, heavily subsidized professional programs may be more sustainable than alternative designs simply because
they may introduce the concept of reproductive planning effectively and launch
transitions that produce self-sustaining demographic change in the long run (see
Cleland et al. 1994).
Failure to address quality-of-care requirements and social costs can weaken
programs. CBD is sometimes implemented quickly without adequate attention to
quality of care or possible social costs.73 Evidence gained from pilot studies can
be crucial to diagnosing quality-of-care problems before large-scale CBD operations are instituted.
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C ONCLUSION
More than two hundred papers are available concerning CBD activities in
Africa, many representing evaluations of pilot projects and demonstrations aimed
at fostering future action. Although much has been achieved and documented in
the CBD literature, important issues and challenges remain:
CBD research is based on the view that policies should be founded on the
evidence of results. Nevertheless, extracting general lessons from the CBD research record is difficult. To a significant degree, this problem is inherent in research on the setting. Africa is the world’s most culturally diverse region, and its
countries are ethnically complex.74 CBD extends programs from the controlled
and artificial environment of clinics to diverse social environments that structure
life in the home, village, market, or workplace. CBD research designs are thus
repeated on a scale that has not been required in Asia or in Latin America. But the
generalizability of findings is also impeded by the inattention to theory in CBD
research. Research is often site specific and particular rather than guided by theories that can be tested and used to clarify general principles for tailoring strategies to the social environment. Although nonclinical strategies have been critical
to the success of many family planning programs, achieving optimum results
involves adapting the approach to the social setting. Cultural zones with varying
contraceptive prevalence and religious and cultural practices will require specifically tailored CBD programs.75 As Africa becomes more urban, CBD must be
modified and developed to reflect this shift. For the foreseeable future, social
research will represent an essential tool for adapting CBD program design to the
social environment where operations are implemented.
Trials and demonstrations of CBD often begin with operational designs
that are contrived by researchers, rather than developed as an outcome of diagnostic investigation. This predesigned approach can lead to premature specification of what is to be tested, who will provide services, how workers will be compen45

sated, how organizations will be structured, and other overriding strategic issues.
CBD may be more easily adaptive to settings in which more attention is consigned to diagnostic studies of what service designs communities want and how
implementation should be organized.76 CBD programs could derive practical benefit from the application of open-systems organizational theory to the process of
strategic planning: Research on traditional social organizations and social institutions that influence reproductive behavior is highly relevant to the goal of improving the functioning of CBD programs in constrained settings.77
Research efforts must also be geared toward understanding CBD failure.
Lessons that could be learned from failed CBD programs are often lost or buried
because of the tendency to publicize only successful programs. However, each
CBD effort that failed can generate insights into what might work. More comparative analysis of success and failure is needed so that CBD policy is guided by
the full range of experience with this strategy.78
Failure sometimes arises from well-intentioned but poorly researched costrecovery policies. Launched in the name of achieving sustainability, user fees
and cost-recovery schemes can represent a serious constraint to program implementation. If a nonsustainable program introduces family planning and fosters
reproductive change in a setting where demand is fragile, the demographic transition emerging from this effort may become demand driven in the long run.
Thus, in Africa, short-term investments in nonsustainable CBD costs may eventually produce self-sustaining reproductive change.79
Important gaps in CBD research are currently being addressed by donor
and research agencies. The feasibility of extending CBD services to include reproductive health is unclear because research has shown that syndromic screening does not work and that clinical testing is crucial to effective diagnosis and
care of sexually transmitted diseases and reproductive tract infections. Thus, when
broader reproductive health services have been added to CBD programs, effects
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on reproductive health are unknown. Until technology for nonclinical screening
is developed, village workers will not contribute significantly to reducing morbidity from infectious disease. Moreover, other components of CBD reproductive health impact merit investigation. For example, no study has demonstrated
that CBD reduces abortion rates or improves maternal health or survival.
Implications of CBD research
Despite the limitations of the CBD research record, some important conclusions have emerged from CBD studies. First, CBD is clearly administratively
feasible, even in settings where contraceptive use is low. Social research has
often demonstrated constrained demand for family planning in sub-Saharan Africa. No evidence has shown, however, that constrained demand impedes the
implementation of services if precautions are taken to insure that the approaches
used are culturally sensitive and that the services provided are of the highest
possible quality.
Second, evidence suggests that social accessibility represents a more important determinant of CBD impact than geographic accessibility. For this reason, male outreach, community mobilization, use of women’s networks, and other
strategies involving social organizations may be more important to the success of
CBD efforts than is the simple provision of accessible supplies.
Finally, studies in Burkina Faso, the Gambia, Ghana, Kenya, and Mali
testing the CBD hypothesis with quasi-experimental designs have demonstrated
that CBD efforts make contributions to contraceptive use that would not otherwise occur. CBD appears to foster reproductive change in settings where contraceptive use is low and health services are inaccessible.80 Integrating CBD into
other health services appears to be more acceptable than designing vertical programs, but even vertical programs can work. Although the precise fertility implications of this contribution are as yet untested and unknown, CBD will likely be
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shown to contribute to demographic change in a variety of settings. As the nature
of the demographic role of CBD is clarified, shifting the research agenda to replicate CBD pilot project successes, discovering the determinants of CBD efficiency, and testing means of adapting strategies to social needs will all be important. Shifting the agenda to second-generation issues will require that more
attention be paid to optimal CBD development. Impact studies and discrete operational research should be conducted in the context of general frameworks for
scaling up results, changing institutions, and reforming policies on the basis of
lessons learned.
Notes
1

In Ghana, nurse-midwives have been trained to provide family planning
services in private maternity homes (Center for Population and Family
Health 1989). Although this approach is more clinical than nonclinical, it
illustrates the fact that nonclinical approaches are not always distinct from
clinical strategies. Variants on this strategy have been tried in programs in
Bangladesh, Egypt, India, and Kenya.

2

As Lewis et al. (1992:1) note, CBD programs are “designed to work through
the grassroots level infrastructure of communities, tapping local resources
and enlisting community members as CBD workers to provide the services.” As Kols and Wawer (1982:L-77) state, CBD focuses on “common
and important health problems of the community, health problems for which
there are effective remedies, services and supplies that are relatively safe
and easy to deliver.”

3

In Asian programs, injectables, Norplant®, and IUDs are provided in largescale nonclinical projects.
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4

The integration of HIV/STD prevention and family planning activities is
increasingly common and necessary. See Musau (1997) for discussion of
Uganda’s Busoga Diocese Family Life Education Project; Family Planning Association of Kenya and the African OR/TA Project (1995), and
Anonymous (1995) for discussion of integrated CBD programs in Kenya;
and Projet des Services des Naissances Désirables and Tulane University
(1993) for discussion of integrated CBD in Zaire. This approach is an alternative to targeted interventions that focus prevention efforts on specific
groups rather than on the community as a whole (D’Cruz-Grote 1997).

5

An early project in Ghana used a mobile clinic and village health post
approach (see the description of the Danfa Family Planning Program in
Ghana by Nicholas 1978). Variants on this theme have been successful in
Latin America (for example, in Paraguay and Ecuador; see Foreit et al.
1991), and in Indonesia where the strategy was first developed (Anonymous 1976; Warwick et al. 1983).

6

See reviews of projects in Zaire (Bertrand et al. 1986 and 1993); Indonesia
(Anonymous 1976); Bangladesh (Koblinsky et al. 1986); and elsewhere
(Ross et al. 1987).

7

In the 1980s, the Zimbabwe National Family Planning Council employed
668 workers to provide community-based family planning services (Zinanga
1990). The approach is similar to CBD models in South Asia (see, for
example, Koblinsky et al. 1986; and Simmons et al. 1988).

8

See, for example, Munyakazi (1989). Variants on this approach have been
tried in Gambia, Kenya, Mali, Zaire, and Zimbabwe (Bertrand 1991).
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9

An important distinction exists between CBD that takes place in a market
setting and simple social marketing of contraceptives. Market-based CBD programs use market vendors who are not traditionally engaged in pharmaceutical sales to provide CBD at convenient outlets in traditional markets.

10

See Bertrand (1991). In Nigeria, market-trader initiatives have been
launched in several large-scale pilot projects (for example, see Ladipo et
al. 1990; Fertility Research Unit 1985; and Masha 1987). This approach
was subsequently replicated in Ghana (National Council on Women and
Development 1990). A review of the various market-vendor initiatives in
Nigeria appears in Jinadu et al. (1993). The 1990s have seen numerous
contraceptive social marketing initiatives in Africa. Some programs train
market traders as CBD agents and some focus efforts on advertising and
distribute contraceptives through pharmacies. The latter are not considered part of the CBD effort. Numerous reviews of African social marketing programs are available (for example, Akuetteh 1987; Horn et al. 1992;
and Sherris et al. 1985). A 1996 survey in Cameroon found that social
marketing was a more effective scheme than free or commercial distribution (Meekers 1997). Success may depend upon the ability of a program to
gain the support of male opinion leaders or religious leaders. See Futures
Group (1995) for a discussion of this process in Niger and Senegal and
Anonymous (1994) for a discussion of Gambia and Cameroon.

11

Experiments with CBD were sponsored by the Thai Ministry of Health in
the 1960s (Rosenfield and Limcharoen 1972; Rosenfield et al. 1971) and
replicated in neighboring countries in the early 1970s (Foreit et al. 1978).
Useful reviews of this experience appear in Ross 1990; Kennedy 1986;
Huber et al. 1975; Seewald 1990; and Townsend 1991.
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12

Renewed interest in the determinants of the diffusion of reproductive innovation has been fostered by an insightful review by Cleland and Wilson
(1987). The role of social programs in catalyzing social change with community agents is summarized in an early review by Rogers (1973). See
also the more general discussion of diffusion theory and the role of outreach in Rogers and Shoemaker (1971).

13

Early experience with CBD in Latin America is summarized in Isaacs
(1975). Perhaps the experience of Indonesia with CBD is most relevant to
Africa in that community leadership structures were used as the primary
organizational units of the Indonesian program. Community volunteers were
used rather than civil servants, mobilizing traditional village institutions
rather than creating a bureaucracy (see Haryono and Reese 1978; and
Lerman et al. 1989). Several authors have noted that social structure and
cultural norms should be considered in the design of family planning programs (see, for example, Warwick 1988; Warwick et al. 1983; and Aryee
1989). Possible links to links to women’s groups have been discussed in
the literature (see, for example, Hammerslough 1991 and 1992), but CBD
programs more typically use nontraditional systems, such as nongovernmental organizations or public-sector bureaucracies. Interesting exceptions
exist in Africa. The highly successful Chogoria project was developed as a
component of a long-standing church outreach program with unusual organizational strengths for extending health services to the community
(Goldberg et al. 1987 and 1989). Other applications of this approach have
been less successful, however, and its programmatic implications are thus
unclear (see, for example, Labbok et al. 1985; and Labbok and Shah 1988).
More in keeping with the Indonesia model are the special projects in Kenya
that link family planning with women’s self-help groups (see Maendeleo
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ya Wanawake Organization 1991 and Makindu 1986). The efficacy of this
approach is unknown, however.
14

Early assessments of the CBD approach can be found in Rosenfield et al.
(1971); Atkinson et al. (1974); Rosenfield (1977); Maine (1981); Osborn
and Reinke (1981); McGuire (1984); Gray and Labbok (1985); McNamara
(1985); Ebo (1986); Rosenfield (1986); and WHO (1986a–d). CBD is also
illustrated in Huber and Huber (1975); Wortman (1975); Freedman (1987);
WHO (1989); Wolff et al. (1990); Bertrand (1991); and Population Council (1993). For an early discussion of the need for research on CBD impact, see Hauser (1962).

15

In Sierra Leone, this change related to political and social upheavals of the
mid-1980s. In Mauritius, an official policy change in 1986 disbanded CBD
in response to an official view that the growth rate was “satisfactory” and
intensive family planning outreach was no longer necessary (Ross et al.
1992).

16

See the discussion of contemporary demographic transitions in Freedman
and Blanc (1991). A comprehensive National Academy of Science review
of factors affecting contraceptive use in sub-Saharan Africa has concluded
that fertility is declining in Botswana, Kenya, and Zimbabwe and that access to family planning services has contributed to this trend in all three
countries (Working Group on Factors Affecting Contraceptive Use, Panel
on the Population Dynamics of Sub-Saharan Africa, Committee on Population 1993).

17

Chege and Askew (1997) cite this information from an unpublished report
by J. Barasa and S. Kanani (1991), “An inventory study of community
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based distribution of family planning services,” prepared for the National
Council for Population and Development and UNFPA.
18

Personal communication from Inoussa Kabore about the Bazega Project in
Burkina Faso (1998).

19

The CBD approach is particularly suited for diffusion of innovations because it uses community members rather than clinic personnel to introduce family planning. Diffusion works best when innovations are introduced to people by people who are similar to them (Rogers 1995).

20

The 1994 Zimbabwe DHS reported that 18 percent of women users of all
modern methods were supplied by a ZNFPC CBD worker. (See Zimbabwe Central Statistical Office and Macro International 1995). In 1984, CBD
was responsible for 43 percent of the couple-years of protection provided
by the ZNFPC program (Boohene and Dow 1987).

21

See Frank and Bongaarts (1991) for discussion of the fertility transition in
Africa. They postulate that fertility will remain the same in Africa in societies where contraceptives are used purely as replacements for postpartum
abstinence.

22

School-based family planning promotion has been excluded from this analysis because it targets only one segment of the community. A comprehensive CBD program could include school-based activities, but on their own,
school-based programs are not considered part of the CBD effort. Multiple
youth-targeted integrated family planning and HIV/STD prevention programs do exist in Africa, however. Some examples are the Youth Reproductive Health Centre in Harar, Ethiopia (see International Planned Par-
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enthood Federation 1998) and the Central African Republic’s Support to
Youth for Responsible Sexuality program, which operates a condom social marketing program showing video tapes on condom use at motion
picture houses in Bangui (see Supe and Blankhart 1996).
23

This approach is the fundamental strategy of the large public-sector programs in India and Pakistan: Promote family planning through campaigns,
media events, and incentives, but maintain the locus of service delivery in
clinics.

24

This approach was the basis of the success of CBD in East Asia and Latin
America: Unmet need for family planning was extensive. Simple distribution of contraceptives had immediate and pronounced effects because the
population was receptive to services.

25

In South Asia, micro-lending programs have proved to be a productive
mechanism for developing women’s autonomy and status. See Schuler et
al. 1996 and Amin et al. 1998. Family planning programs benefit from
micro-lending programs, because women’s empowerment is significantly
associated with contraceptive use, and credit-program members are more
likely to be contraceptive users (Amin et al. 1996).

26

The Family Planning Association of Kenya (FPAK), for example, uses
workplace motivators who function as CBD agents. They visit families in
their homes at factory compounds, where they provide counseling, sell
contraceptives, and refer clients to FPAK clinics for permanent contraceptive procedures (Johns Hopkins Population Communication Services 1997).

27

Deliberations concerning the demographic role of family planning programs have been facilitated by Easterlin’s framework (see Easterlin 1975a
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and 1975b and Easterlin and Crimmins 1985). In this view, programs have
an impact upon fertility by mitigating the costs of contraception that are
defined broadly to include the social, psychological, monetary, and health
constraints to contraceptive use. By reducing travel time and costs, CBD
programs generate contraceptive use even if the demand for services is
unchanged by services. A closely related effect of CBD concerns the role
of psychologistic costs. The provision of family planning in convenient
and familiar surroundings offsets the perception that clinics represent a
“foreign” environment that is culturally alien and intimidating. Village services that provide outreach information, in combination with contraceptive
services, can address concerns about privacy or social constraints to contraceptive use that would prevent couples from using a method. Programs,
for example, can foster spousal communication about family planning.
Family planning outreach can substitute for social support that would not
otherwise arise. Mitigating the health costs of fertility regulation represents a further mechanism by means of which CBD programs can have
effects. Disease resulting from minor ailments is extensive in rural settings, and prevalent ill health can greatly exaggerate the perceived health
consequences of contraception. In the absence of information about methods, women often associate unrelated health problems with contraception
and discontinue use when illness arises, even if the illness could not possibly relate to the practice of contraception. The “costs of contraception”
thus represent the broad range of constraints to contraception among couples
who would otherwise regulate their fertility. Mitigating such costs has been
the central strategy of CBD programs. See, for example, Hermalin and
Entwisle (1987) and Mauldin and Lapham (1987).
28

Figure 4 is modified from a diagram presented by Hermalin (1983) based
on Easterlin’s concept. See also Easterlin and Crimmins (1985).
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29

A useful review of how social, psychological, health, and monetary costs
of contraception arise and how programs address these constraints appears
in a review of the Easterlin framework by Hermalin (1983).

30

Demand can be altered by fostering the diffusion of new concepts of reproductive planning through communication and persuasion or simply by
introducing services and technologies that were previously unknown (see
Cleland 1985; Cleland and Wilson 1987). These pathways are not mutually exclusive; they can vary in importance according to their particular
social or institutional settings. For three decades, seemingly endless and
unproductive debate focused on the question of whether either of these
sources of impact were demographically relevant concepts. Experiments
and research demonstrated that programs could have an effect by showing
that they can meet latent demand when they establish convenient contraceptive supply. Priorities shifted to questions concerning the relevance of
family planning programs to settings where little or no latent demand exists. At present, greater consensus is found concerning the role of programs in settings with unmet need or latent demand than is found concerning the role of programs where demand for family planning is weak.

31

A 1994 study conducted in Mali showed that CBD and family planning
education altered the fertility preferences of groups exposed to them. After
exposure, each group reported wanting an average of two children fewer
than they had wanted previously (Katz et al. 1998). See also Chowdhury et
al. (1985) and Simmons et al. (1988). This view is not to be confused with
Berelson’s “beyond family planning” concept in which non-family planning strategies are proposed for situations where demand for family planning is weak (Berelson 1969). In the “beyond supply” perspective, CBD
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creates demand by introducing family planning and sustaining reproductive change through culturally sensitive approaches to service delivery (see
Warwick 1988).
32

A series of studies in Asia has shown that seemingly formidable societal
obstacles to family planning gradually dissipate with time, and that rigorous CBD can play a catalytic role that extends beyond simply supplying
services. In Taiwan, for example, the practice of family planning increased
and fertility declined before reproductive preferences changed (Chang et
al. 1981). Also, in Indonesia, family planning adoption appears to have
preceded other social changes (Freedman et al. 1980). Such findings suggest that programs foster the diffusion of reproductive innovation by introducing new behavior that subsequently changes norms and preferences. A
program of family planning and health outreach in Bangladesh has been
shown to influence women’s roles and status (Simmons et al. 1992) and
their reproductive aspirations (Simmons et al. 1988).

33

See reviews of this issue in Sinding et al. (1993) and Bongaarts and Phillips (1993).

34

The current demand for family planning in sub-Saharan Africa is not synonymous with the intention to limit fertility. Western contraceptive technology may be used by women in societies that value a two-year minimum
birth interval who want to space their births rather than to limit them. Therefore, supplying these women with family planning services may leave birth
intervals and total fertility largely unaltered (Bledsoe et al. 1994).

35

A 1998 international workshop on unmet need for contraception concluded
that the opposition of the husband and health side effects (each real or
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feared) were the dominant reasons for unmet need (Casterline, personal
communication). A 1997 review of the literature and empirical evidence
on the causes of unmet need similarly concluded that fear of side effects
and of husband’s disapproval had significant effects on unmet need
(Bhushan 1997). CBD has the potential to reduce both of these factors.
See also Robey et al. (1996).
36

Pritchett (1994) theorizes that fertility is principally determined by the desire
for children and that access or cost of family planning are not dominant
factors. Van de Walle and Foster (1990) also attribute greater influence to
cultural factors, and believe that little evidence exists to prove that inaccessibility is primarily responsible for the low level of method use. They
remain advocates of family planning program expansion, however, stating
that increased knowledge and availability of contraceptives in the present
may serve women with spacing needs who may later choose to limit their
fertility. The National Academy of Sciences, by contrast, has stated that
“access to family planning is associated with contraceptive prevalence”
(see National Research Council 1993).

37

If CBD results in increased demand for contraception before the costs of
contraception are mitigated, CBD can lead to higher unmet need. This association has been illustrated in one experimental study in Ghana (Debpuur
et al. 1998).
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The Women’s Studies Project of Family Health International studied the
impact of family planning on women’s lives in several countries, including Mali, Nigeria, and Zimbabwe (see Family Health International 1997).
Projects included research in Mali to determine how the adoption of fam-
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ily planning influenced a woman’s communication with her spouse and inlaws, her employment status, and her power in household decisionmaking.
In Zimbabwe, an examination of the way contraceptive use has shaped
academic and vocational goals of young women was conducted as well as
a study about the consequences of family planning for women’s quality of
life, as they themselves define it.
39

The Navrongo Health Research Centre, in a remote area of northern Ghana,
has monitored the adverse social consequences of family planning for
women. The researchers have found that contraceptive use puts women at
risk of physical abuse. Male desire for children is high, and contraception
threatens male reproductive control (Bawah et al. 1998). Men are concerned that women won’t live up to their obligation to bear children. Men
also worry that contraception will free wives to have sex with other men.
Women are concerned that their husband’s disapproval of contraceptive
use might lead them to withhold affection or take another wife. Use of
contraceptives can also cause conflict with in-laws. For this reason, community health nurses report, women often prefer to obtain supplies directly
from the community health center rather than at their homes. Such observations run counter to the geographic accessibility premise. Women prefer
to obtain services away from home, in secrecy, rather than in their own
homes. The lack of social support for contraceptive use results in secrecy
and reduced reporting of use in Navrongo (Phillips et al. 1998).

40

Men may feel that they lose any decisionmaking power that is gained by
women. Thus, “programs need to address strategic interests with an eye to
minimizing opposition and gaining support from male leaders” (Drennan
1998:28). For example, programs could foster meetings among men to
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establish social legitimacy rather than targeting family members in isolation. In Navrongo, “to inform women mainly (or only) is not only seen as
a public attempt to usurp a man’s entitled power within his own home, but
also puts women in the uncomfortable position of having to teach or persuade their husbands about family planning” (Biddlecom et al. 1997:21).
In order to fulfill unmet need for family planning, social costs to women
must be minimized by including men in program efforts and by reaching
them through culturally appropriate channels (Population Council 1998).
41

See, for example, Caldwell and Caldwell 1987, 1988, 1990a, and 1990b;
Lesthaeghe 1989; van de Walle and Foster 1990; Frank 1990; and van de
Walle and Omideyi 1988. An influential paper by Caldwell and Caldwell (1988)
argues that the conditions for demographic transition in Africa are fundamentally different from those in Asian settings. The circumstances of transition in
East Africa have been complex, involving economic and social changes that
set the stage for program success (see, for example, Mhloyi 1991).
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Male heads of families, extended families, and kindred groups derive prestige from large families. Fertility early in marriage is nearly universal among
young married women. Having borne numerous children confers status on
older women. The social value of children is reinforced by pronatalist religious beliefs and social customs. A complete description of social influences on reproductive motives is beyond the scope of this report. See Caldwell and Caldwell (1987).
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Microeconomic appraisals consistently show that the perceived benefits
of having children far outweigh the direct costs to parents of rearing them.
See Guyer (1981) for a discussion of economic security enhanced by childbearing. Wealth flows from children to parents, particularly because the
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costs of childbearing are sustained by extended families rather than by
families of the nuclear household (see Caldwell 1976; Caldwell and Caldwell 1987). Child fostering tends to distribute the costs of childbearing
(see, for example, Ainsworth 1993).
44

The structure of the African family and nature of marriage, particularly the
custom of polygyny tends to weaken spousal communication and joint
decisionmaking—factors that complicate efforts to introduce family planning. Dowry customs further diminish the reproductive autonomy of
women, ensuring that the individual preferences of women are subordinated to the interests of family and kin. The economics of marriage underscore traditional beliefs in the importance of childbearing (National Research Council 1993).
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A detailed review of this issue is beyond the scope of this brief report. For
a comprehensive review of the literature, see Working Group on Factors
Affecting Contraceptive Use (1993).
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Some authors argue that the cultural basis for high fertility is eroding in
Africa owing to changes in the economy, society, and climate of educational attainment for women. Urban populations in particular are becoming more receptive to the introduction of family planning services (see, for
example, Kritz and Gurak 1989).
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Some observers attribute the relatively rapid expansion of family planning
programs in Botswana, Kenya, and Zimbabwe to the relatively favorable
health conditions in those countries and their relatively low mortality rates
among children (see National Research Council 1993).
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See, for example, Wulf (1985) and Perrow (1970). In the organizational
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research literature, the application of social research in operations research
is termed “strategic planning” (see World Bank 1993). A major field of
organizational research and theory has developed in response to “opensystems theory”—perspectives on how to adapt organizational designs to
their environment (see, for example, Katz and Kahn 1966). The “constrained
demand” insight from social research represents an implicit invitation to
embrace an open-systems perspective. This perspective is particularly relevant to CBD, which, by definition, involves organizing services to suit
the environment.
49

A useful example of this type of study is a recent exploration of community reactions to CBD in Ghana. After basic attitudes and beliefs were
discussed, villagers were asked to comment on the program and suggest
changes. Fundamental complaints emerged as well as practical suggestions on how the program could be improved. This study is discussed further below (Ministry of Health, Health Research Unit 1992). The twostage approach has also been used in Mali to design a CBD experiment.
Issues in the design and implementation of service delivery were discussed
in focus-group sessions. This approach implicitly responds to social constraints with appropriate strategies for CBD agent selection and motivation, supervisory system design, and communication and education activities (see Huntington et al. 1992). It is particularly useful in identifying the
concerns of men, feasible CBD strategies for outreach to husbands, and
means of fostering husband–wife communication (for example, see Turner
1991 and Makomva et al. 1991).
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See Githiari (1986), Phillips et al. (1992), and Goldberg et al. (1989). For
discussion of CBD and the fertility transition in Kenya, see Njogu (1991)
and Cross et al. (1991).
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A 1995 study found that when CBD agents are known, people will use
them as a supply source (Chege and Askew 1997). Although CBD agents
are not the predominant source of family planning information for Kenyans,
their supply role is more important in rural areas than in urban areas and
among men who know of a CBD agent than among men who do not.
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See Goldberg (1987 and 1989) for a discussion of programs in Chogoria,
Kenya.
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See Phillips et al. (1993). When the Kenyan Ministry of Health instituted a
volunteer CBD program, supervisors and clinical staff were not oriented
to perform the intense community organizational labor that was required
to make the program work. Poor morale, weak accountability, high turnover, and other management problems arose because workers could not be
held accountable for performance. Organizers of other volunteer CBD
worker-compensation schemes argue convincingly that the reverse is true
of their organizations: Because paying CBD workers would be inconsistent with their institutional style and mandate, paying would cause more
problems than progress.
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Market vendors who prosper from the scheme often sell large quantities of
commodities to pharmacies or other retailers. Moreover market-trader sales
may simply substitute for other commercial outlets for commodities rather
than contribute to incremental contraceptive use.
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Handing pilot projects over to public-sector agencies has been unsuccessful. Political support is often crucial to schemes, but lacking in practice.
Where governors have been involved, for example, schemes have worked
better than they have in settings where local government bureaucracies
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have taken part. Forming nongovernmental agencies (NGOs) in the model
of traditional trader associations is a more promising strategy (Jinadu et al.
1993).
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See the 1994 Zimbabwe Demographic and Health Survey (Zimbabwe Central Statistical Office and Macro International 1995). The TFR for women
aged 15–49 was 4.29. The TFR was 4.22 for women aged 15–44.
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See Adamchak and Mbizvo (1990) for discussion of the effect of contraceptive prevalence on fertility in Zimbabwe.
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See Bledsoe (1994), Dwyer and Hawa (1990), and Frank and Bongaarts
(1991) for discussion of the use of contraceptives for spacing in Africa.
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One careful study based on data from the Demographic and Health Survey
has related areal data on the accessibility of services to individual respondent data on contraceptive use in Zimbabwe. No significant relationship
emerged, bringing into question the hypothesis that CBD is responsible
for reproductive change in that country (Wilkinson 1992). See Wilkinson
(1991) for discussion of the relationship between contraceptive availability and use in other countries.
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In a study of users who adopted in 1987, about one-third continued to
receive supplies from CBD agents 12 months later (ZNFPC 1990).
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A 1996 assessment of the Zimbabwe Family Planning Programme by Dube,
Marangwanda, and Ndhlovu (1998) contained no information about the
demographic role of CBD.
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The Navrongo project is the first African experimental trial of the demo-
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graphic impact of family planning. A field trial of CBD program Type III
is being implemented (Binka et al. 1995).
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This finding illustrates a major methodological limitation of most CBD
evaluation. Contraceptive users in Navrongo are known to deny use in
survey interviews. The impact of the experiment on prevalence of use differs by cell, but this finding may be due to differential denial rather than
differential use.
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Syndromic management of village health workers is problematic for a number of reasons. First, asymptomatic cases are missed (Dadian 1996). Second, false-positive diagnoses occur frequently. A study in Giza, Egypt,
cautioned against using the syndromic approach for diagnosis and treatment of reproductive tract infections. The study found that vaginal discharge was not a reliable predictor of reproductive tract infections. Furthermore, women’s perceptions of the abnormality of their discharges were
not useful; many perceived as normal discharges that were medically suspect (Zurayk et al. 1995).
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Some Kenyan CBD agencies use Type II models with unpaid workers.
This approach has not worked well. It requires an unpaid worker to be an
active canvasser of communities. Uncompensated workers refuse to or
cannot sustain the necessary level of effort to make CBD work.
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In Tanzania, for example, a project has experimented with forming village
health committees that charge a fee of one dollar per year to families for
health insurance. The revenue is used to support outreach that includes
family planning (Neuvians 1989).
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The UNICEF-sponsored Bamako Initiative distributes essential drugs to
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members of village committees who are trained to provide primary-healthcare services. Service fees are paid into village revolving funds that finance outreach salaries. Plans of the Ministry of Health call for adding
CBD to the scheme (Agyepong and Marfo 1992).
68

Although CBD research is often justified as investigation guided by hypotheses, results almost always confirm substantive hypotheses. Null results of high-risk trials could be more useful than confirmatory low-risk
studies. One such CBD experiment in Rwanda used volunteer community
development workers to distribute oral contraceptives in a rural area. Results were compared with those from a service area where workers were
trained to provide outreach information, education, and communication
activities, but were not equipped with CBD commodities. A third area offered clinical services only. Contraceptive prevalence increased in all areas over the two-year project period. In comparison areas, prevalence increased from 7 to 10 percent. The overall change in CBD areas was greater,
but only because baseline prevalence was low: 2 percent to 11 percent.
The difference between 11 percent and 10 percent is statistically significant, but too small to provide a resounding endorsement of CBD. The main
impact was in the information, education, and communication cell with no
CBD, where prevalence increased from 5 to 36 percent. This seemingly
counterintuitive result is explained by the active local political support for
family planning in the information area, and the apparent lack of support
in CBD areas. The finding is not thoroughly explained, however, and the
policy implications of the Rwanda results are unclear. Evidence appears to
suggest that successful implementation of CBD operations does not assure
impact. Local political and administrative support for CBD can be crucial
to program success. When such support is lacking, CBD can fail owing to
implementation lapses, lack of publicity, or other operational problems.
66

69

A large-scale health-development program in Tanzania illustrates this approach. The Tanzania Essential Health Services Project (TEHIP) tests the
hypothesis that health status can be improved through decentralization and
resource mobilization. A process for organizational change and policy development is specified in the design, but operational mechanisms to be
used are developed by field teams. This flexible approach to strategic planning might be useful in developing CBD designs that require organizational change in host agencies (see also Simmons et al. 1997 and Brieger et
al. 1988).
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The market-vendor approach taken in Nigeria is a good idea that should be
included as a component of a more general community health and family
planning outreach effort. See Jinadu et al. (1993).
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In the Gambia, an interesting study was conducted concerning how to involve religious leaders in family planning; in Ghana a useful study of TBAs
is under way; in Nigeria, market traders have been used to sell family
planning commodities; in Tanzania, community financing has supported
primary-health-care outreach. Twaha et al. (1989) review lessons from
projects on community-managed health care in Tanzania. These lessons
are potentially relevant to family planning as well. In Rombo District of
the Kilamanjaro region, a project has demonstrated a scheme for soliciting
household payments for health insurance cards. The funds generated are
paid into a revolving account used to finance workers’ stipends for family
planning CBD activities and other primary-health-care outreach (Neuvians
1989). In Kenya, village volunteers have provided family planning through
women’s associations. Although such ideas are interesting program components, such strategies should be configured in one place as a unified
system of care. An untested hypothesis is that all of these elements taken
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together would succeed in even the most constrained setting. This hypothesis is guiding the Navrongo and Bazega experiments.
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The organizational structure of African social institutions is believed to
explain diverse African responses to innovation and political modernization. See Apter (1966) for discussion of the compatibility of traditional
social structure with modern political structure as it leads to success or
failure in the political modernization of Ghana and Uganda.
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Bawah et al. (1998) highlight the strains placed on gender relations that
result from contraceptive use among the Kassena-Nankana in northern
Ghana.
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The complexity of African cultural history is discussed in Freund (1984),
Jefferson (1978), and Roland (1991).
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The shift in human settlement patterns in Africa is extreme. By the year
2000, 38 percent of the African population will be urban, and by 2030, that
figure will increase to 54 percent (United Nations 1998). In sub-Saharan
Africa, living conditions remain favorable for big-city residents. However,
“mega villages” of between 50 thousand and one million people suffer
infant mortality rates that exceed those for both smaller and larger cities
(Brockerhoff and Brennan 1998). Brockerhoff and Brennan conclude that
the poor health conditions in these mega villages are correlated with high
growth rates and may be improved by continued efforts to facilitate fertility reduction.
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An example of this type of work is the “participatory learning approach”
used to develop the Bazega experiment in Burkina Faso (Kabore 1998).
See also Nazzar et al. (1995).
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The term “theory” has acquired a nearly topical taboo status in the CBD
literature, connoting academic rather than practical research pursuits. In
the commercial operations research industry, however, theoretical perspectives are more generally applied than in the family planning field. Systematic review of commercial organizational research literature would be instructive in this regard. Analyses of organizations, for example, often begin
with appraisals of the strategic fit of organizations to environmental conditions, with mismatched organization–environment interfaces signaling
directions for necessary change and restructuring (see, for example,
Lawrence and Lorsch 1969).
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Organizational development uses techniques of diagnosis, intervention,
planned change, and rediagnosis to study the process of introducing operational improvements in troubled organizations. The compendium edited
by Glaser et al. (1983) is useful in this area. Panels of administrators are
convened to commission research, weigh results, and monitor change.
Organizational development approaches use operations research as a mechanism in the process of introducing change rather than as an end product of
research (see, for example, French and Bell 1978). Situation analysis has
been a productive tool for examining the climate of care in programs, including programs that have failed to achieve their full potential. Situation
analysis may have productive applications in CBD evaluation when used
as a tool in CBD organizational development.
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There are, nonetheless, settings in Africa where research on second-generation CBD issues is greatly needed. For example, operations research is
needed on the issue of payment of workers, charges to clients, and costrecovery schemes in such settings as Zimbabwe and Kenya, where family
planning is known to be successful, but where budget constraints prevent
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service expansion. (See Mundy and Askew 1994, Lewis et al. 1992, and
Dube et al. 1998). Whether couples will pay for services is a more relevant
issue after a program has been legitimized in society and its services are in
demand (see Cleland et al. 1994). However, encumbering African programs with too many concerns about developing sustainable strategies risks
making the CBD effort face too many constraints so that opportunities for
self-sustained demographic transitions are lost as a consequence.
80

Interest has been renewed in the practical aspects of the relative impact of
alternative strategies, rather than about the demographic impact of family
planning programs per se (see Freedman and Freedman 1992 and Simmons
1992).
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